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ABSTRACT
As Hispanic adults are 70% more likely than non-Hispanic White adults to be diagnosed with
diabetes (Centers for Disease Control and Prevention, 2022), there is an urgent need to provide
culturally appropriate care to the people with diabetes of Latinx heritage. The purpose of this
systematic review is to better understand the availability and effectiveness of psychosocial and
behavioral interventions for T2DM within the Latinx population. Additional focus was given to
the impact of health disparities and complexities within the Latinx population that have been
diagnosed with, or are at risk of, T2DM. With a greater understanding of health disparities and
non-medicinal interventions, results of this study can be used to inform an appropriate approach
to treatment of those affected. The researcher reviewed the relevant qualitative and quantitative
literature focusing on psychosocial and behavioral interventions for T2DM within the Latinx
population as well as health disparities within the Latinx adult population. The author examined
more recent scholarly literature that was published in English between 2015–2021. The
methodology was limited to a systematic review of the literature, and the study did not require
the involvement of any human subjects. The systematic review covered peer-reviewed published
research data previously collected using human participants. Results indicated various findings
of Latinx health disparities, shining light on how these disparities often impact one another,
causing further exacerbations of symptomology and affecting quality of well-being and overall
health. The identification of Latinx health disparities and successful T2DM interventions allows
for a better understanding of underlying social and economic inequities. The systematic review
will also assist health care providers to prioritize interventions that have been proven to be
successful, now having access to key characteristics and helpful tips and techniques to use in
future research.
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Chapter 1: Background and Rationale
Growing up as a young Latinx girl, it was common to share past experiences, stories of
hardship, celebrations, and milestones with family members. I soon realized storytelling was the
communicative technique in how my family coped and passed down values and traditions
through generations. Within these stories, I learned of my families’ deepest fears, struggles,
strengths, and resiliencies, often being a listening ear to multiple family members who struggled
with chronic illness, specifically diabetes. I observed my family members struggle in treatment
management and became eager to use my platform as a researcher to inform not only my family,
but the public, by identifying the effective treatments for diabetes and what to consider when
working with the Latinx populations.
Statement of the Problem
The International Diabetes Federation (2003) defines diabetes mellitus as a chronic
disease that occurs when the pancreas is no longer able to make insulin or when the body cannot
make healthy use of the insulin it produces. It is a chronic, progressive disease that causes
significant damage to quality of life and longevity. The number of individuals diagnosed with
diabetes continues to increase exponentially at an alarming rate throughout the world. Just under
half a billion people are living with diabetes worldwide and the number is projected to increase
by 25% in 2030 and 51% in 2045 (Saeedi et al., 2019). In younger age groups, the number of
individuals being diagnosed with type 2 diabetes (T2DM) is increasing worldwide, which will
lead to significant public health problems, especially in the form of premature cardiovascular
morbidity. In the year 2015, 30.3 million Americans, or 9.4% of the population, were diagnosed
with diabetes according to data from the Centers for Disease Control and Prevention (CDC,
2017). T2DM, formerly known as maturity-onset or non-insulin-dependent diabetes, accounts for
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practically all the increase. The CDC data show there are 7.2 million undiagnosed cases,
equating to 23.8% of the U.S. population unknowingly suffering from diabetes. Moreover,
prediabetes is a silent killer, affecting a staggering 84.1 million adults aged 18 years and over,
which represents 33.9% of the adult U.S. population. Of those cases, 23.1 million are adults aged
65 years or older (CDC, 2017). Additionally, in 2022, the CDC reported 1.4 million people over
the age of 10 years were diagnosed with diabetes, and more than eight in 10 adults did not know
they had prediabetes.
The U.S. Census Bureau estimated that as of July 2019, the Hispanic or Latino
population was the largest ethnic minority group in the United States, representing 18.3% of the
total population (U.S. Census Bureau, 2019). According to the CDC’s (2017) National Diabetes
Statistic Report, Hispanics or Latinos suffer from higher rates of T2DM, obesity, and metabolic
syndrome, and experience more significant multiple vascular complications than non-Hispanic
Whites and Asian Americans (Caballero, 2005). The high rate of T2DM among the Latinx
population is of great concern given the numerous ethnic disparities concerning access to health
care and mental health care in these communities.
The essential drivers of trends in health disparities are demographic and are rooted in
population structure and socioeconomic inequalities, such as difficulties in socioeconomic status
(SES), discrimination, poor access to health care, and cultural stress. These factors are
nonrandom and have depleted many neighborhood resources and social institutions, creating
high-risk conditions for the persons residing in those areas (Vega et al., 2009). These inequalities
substantially increase Latinx individuals’ risk for diabetes in addition to contributing to the lack
of access to adequate health care. Thus, because of these concerning issues that continue to arise
within the Latinx community, it is critical to understand the factors influencing these disparities
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when modifying appropriate medical and psychological interventions. The primary focus of this
systematic review was on the adult Latinx population that has been diagnosed with T2DM.
Symptoms, Determinants, and Risk Factors for Diabetes
There are three main types of diabetes: type 1 diabetes, T2DM, and gestational diabetes
(GDM). T2DM is more common in adults and accounts for approximately 90% of all diabetes
cases. When a person has T2DM, their body does not make good use of its insulin. This
primarily manifests by the body becoming resistant to the hormone insulin, which is needed to
metabolize the sugar glucose, which often simultaneously impairs insulin production by the β
cells of the pancreas. In contrast, type 1 diabetes is less common and inhibits the body’s ability
to produce insulin. The cornerstone of T2DM treatment is following a healthy lifestyle, including
increased physical activity and a healthy diet. However, most people with T2DM will eventually
require oral drugs or insulin to control their blood glucose levels. Several risk factors are
associated with T2DM, including a family history, unhealthy diet, physical inactivity, increasing
age, high blood pressure, ethnicity, impaired glucose tolerance (IGT), a history of gestational
diabetes, poor nutrition during pregnancy, and obesity. People who have diabetes of either type
can develop serious complications, including kidney failure, blindness, and damage to the feet
and legs severe enough to require amputation (Marx, 2002). In addition, obesity is one of the
main determinants of diabetes, and the CDC (2022) reported Latinos have higher rates of obesity
and tend to be less physically active than are non-Hispanic Whites. Culturally, some Latinx
populations see higher weight as a sign of health and prosperity instead of a health problem
(Lindsay et al., 2011), which may contribute to additional risk factors in developing the disease.
Allen Spiegel, who directs the National Institute of Diabetes and Digestive and Kidney
Diseases (NIDDK) in Bethesda, Maryland, stated obesity is caused by “the current
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overabundance of easily available food” (Marx, 2002, pp. 686–689), especially incredibly high
fat and carbohydrate “fast foods,” as well as portion sizes being defined in terms of “more,
please.” He explained that the design of the human body cannot handle this abundance of highcalorie food and is “a surprise to nature.” This possibly indicates our biological digestive track
may not be able to keep up with the substance of portion control and incredibly high fat, fast
foods, which may cause significant long-term health issues.
Symptoms of diabetes are broad and include unexplained weight loss, fatigue, irritability,
repeated infections, dry mouth, burning/itching/numbing, dark patches on the skin, blurred
vision, increased thirst/urination/hunger, sores that do not heal, stroke, and erectile dysfunction.
The NIDDK stated the onset of type 1 diabetes symptoms can start quickly, within weeks.
Symptoms of T2DM often develop slowly over several years and can be so mild that may people
fail to notice them and many people with T2DM have no initial symptoms. Thus, people may not
be diagnosed with the disease until they have serious, diabetes-related health problems, such as
blurred vision or heart trouble (NIDDK, 2016). As soon as these symptoms appear, it is critical
that individuals be seen as soon as possible for intervention in the hope of stopping the
progression of the disease.
Nearly 90% of all patients with T2DM show insulin resistance, which usually precedes
the first symptoms of the disease (Zimmet et al., 2001). Moreover, insulin resistance is one
component of metabolic syndrome X, including hypertension, obesity, dyslipidemia, endothelial
dysfunction (as shown by signs such as microalbuminuria), and inhibited fibrinolysis, leading to
a prothrombotic state (Dandona et al., 2003). However, insulin resistance is not the only cause of
diabetes, and the causes of type 1 and T2DM can vary slightly.
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The NIDDK (2016) stated type 1 diabetes occurs when the immune system, specifically,
the body’s immune system is fighting infection, which is attacking and destroying the pancreas’s
insulin-producing beta cells. The cause of T2DM can be traced to several factors, including
lifestyle and genetics (NIDDK, 2016). The CDC and the American Diabetes Association (ADA)
have reported individuals are more likely to develop diabetes if they are physically inactive,
overweight, or obese. When someone is overweight, their body fat leads to insulin resistance, a
condition in which the muscle, liver, and fat cells do not intake insulin well (Hardy et al., 2012).
The American College of Cardiology (2013) suggested body fat location also makes a difference
in which type of diabetes a person develops. Furthermore, genetics also play a large role, as
specific genes can increase the risk of T2DM, especially if the person is obese.
The course of diabetes is strenuous and can affect a person’s life catastrophically and in
various ways. The NIDDK (2016) has stated managing blood glucose, blood pressure and
cholesterol can help prevent the health problems associated with diabetes. Also, diabetic patients
are strongly encouraged to increase their physical activity; avoid smoking; check their
cholesterol; take their medications properly; and change their meal plans to decrease calories,
saturated fats, trans fats, sugar, and salt. Preventative measures for avoiding the onset of diabetes
are similar and include weight reduction, increased physical activity, and incorporating better
nutritional habits into daily life (NIDDK, 2016).
Health Disparities
Why are some people healthier than others? The Office of Disease Prevention and Health
Promotion stated,
Although the term disparities is often interpreted to mean racial or ethnic disparities,
many dimensions of disparity exist in the United States, particularly in health. If a health
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outcome is seen to a greater or lesser extent between populations, there is disparity. Race
or ethnicity, sex, sexual identity, age, disability, socioeconomic status, and geographic
location all contribute to an individual’s ability to achieve good health. It is important to
recognize the impact that social determinants have on health outcomes of specific
populations. (U.S. Department of Health & Human Services, n.d., para. 1)
Powerful, complex relationships exist among health and biology, genetics, and individual
behavior, as well as among health and health services, SES, the physical environment,
discrimination, racism, literacy levels, and legislative policies. These factors, which influence an
individual’s or population’s health, are known as determinants of health (Williams et al., 2016).
The current research on health within Latinx communities indicates difficulties in acculturation,
physical inactivity, dietary issues, immigration issues, discriminatory experiences, stress, and
language barriers further contribute to the complexities of health disparities.
Health Disparities Within Latinx Communities. Merriam-Webster defines
acculturation as a “cultural modification of an individual, group, or people by adapting to or
borrowing traits from another culture” (Merriam-Webster, n.d.). A general consideration of the
acculturation process is that it is to be linear and unidirectional––there is an expectation for
immigrants to adopt the values, beliefs, and practices of mainstream culture (Pérez-Escamilla &
Putnik, 2007). Such a linear approach virtually excludes the possibility of multiculturalism,
biculturalism, and a variety of other acculturation experiences. The second problem is that
researchers often base their measures of acculturation on simple static proxy indicators such as
birthplace, language use, and the number of years spent in the United States. These proxy
indicators (e.g., socioeconomic disadvantages, stress, discrimination, dietary intake, physical
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inactivity patterns, and obesity) are unlikely to be sufficient to account for the range of health
disparities observed within the Latinx culture, particularly when dealing with T2DM.
The World Health Organization (WHO; 2022a) stated physical inactivity is another
significant risk factor for poor health, including the development of obesity. Thus, the 2005
Dietary Guidelines for Americans include specific physical activity recommendations (White et
al., 2011). The U.S. Census Bureau (2005) indicated that because of key cultural barriers and the
poverty in which many Latinos live, there is speculation that Latinos may not have access to
facilities conducive to recreational or leisure time. However, this is debatable and highly
subjective. The top recommended exercise is walking, which is freely available if the
neighborhood is safe. Other options include using public parks and recreation areas, including
community gyms and activity centers (Crespo et al., 2000). Nonetheless, there may be social,
cultural, economic, and demographic barriers to leisure time or physical activity that may put
Latinx populations at a higher risk of being sedentary; furthermore, this risk may be affected by
their level of acculturation (Sussner et al., 2008).
There are racial and ethnic disparities within the processes and outcomes of care in
referrals and treatment plans. Moreover, providers, clinicians, and health care workers who have
negative attitudes toward a certain ethnicity or race can add to the challenges Latinx patients
encounter. Whether the providers are unconsciously or consciously reacting to social stereotypes,
these racial/ethnic biases or outright prejudices can shape their behaviors during clinical
situations, ultimately influencing their treatment decisions. Therefore, some minority individuals
may delay or refuse to seek care due to a lack of trust, a perception of discrimination or
prejudice, and past negative experiences in interactions with the health care system (C. Lee et al.,
2009). Due to the increased risk of health disparities within the Latinx communities, these factors
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are crucial challenges to overcome to improve care for Latinx, especially those who are at risk
of, or have been diagnosed with, T2DM.
Organizations tasked with the prevention of diabetes in the U.S. population address
healthy eating; however, it seems that these organizations may be missing the mark within
Latinx communities. The Office of Disease Prevention and Health Promotion listed the 20152020 Dietary Guidelines for Americans, provided from the U.S. Department of Health and
Human Services and U.S. Department of Agriculture (2015) as (a) follow a healthy eating
pattern across the lifespan; (b) focus on variety, nutrient density, and amount of food; (c) limit
calories from added sugars and saturated fats and reduce sodium intake; (d) shift to healthier
food and beverage choices; and (e) support healthy eating patterns for all. The guidelines may
seem plausible to some; however, when considering food insecurity, culture-specific eating
patterns and attitudes, and the disadvantages of low SES, these guidelines may be challenging for
the Latinx population to follow. Food insecurity is quite common within the Latinx community.
This can include disruption of food intake (of all kinds, nutritional, fast food, pre-packaged) on a
regular basis due to a lack of money (Moreno et al., 2015). The U.S. Census Bureau (2005)
stated 42% of households with incomes below the federal poverty level have food insecurity, and
the prevalence of food insecurity among Latino households is higher than the national average at
26.9%. In addition, recent immigrants, particularly from Latin America, whether documented or
undocumented, and persons of Hispanic or Latino descent in the United States are particularly
vulnerable to food insecurity. This is due to factors such as a lack of access to health care,
poverty, and acculturation to American behaviors (Sussner et al., 2008).
Immigrants of Latinx background face deteriorating physical and mental health that
counterintuitively worsens the longer they stay in the United States (Frisbie & Song, 2003). For
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example, the risk of developing T2DM increases as immigrants acculturate and adopt American
diets and have limited exercise habits. Therefore, improving disease surveillance, such as,
initiating focused research efforts, and increasing health care access are essential strategies for
tackling this growing problem (Markides et al., 1997; Palloni & Morenoff, 2001; Pawson et al.,
1991).
Discrimination. Discrimination related to mental health care is also a serious issue
among Latinx populations. Fifteen percent of California adults reported discrimination during a
health care visit, and 4% specifically during mental health/substance abuse visits (Mays et al.,
2017). Latinos, the uninsured, and those with past-year mental disorders were twice as likely as
others to report health care discrimination. Experiences of discrimination in mental
health/substance abuse visits were associated with less helpful treatment ratings for Latinos
(Mays et al., 2017). These incidents can cause Latinx patients to feel judged and misunderstood,
causing them to circumvent health care visits and end treatment early.
According to a Robert Wood Johnson Foundation (2008) survey, the language barrier is a
primary factor for Spanish speakers who do not use health care. Approximately 13 million
Hispanics in the United States barely speak English and do not speak English in the home.
Literacy issues, along with high levels of poverty and education challenges, present hurdles to
receiving adequate knowledge regarding diabetes care for the Latinx community. When
considering populations that have low literacy or limited English, it is vital to provide tailored
educational materials with illustrated graphics and to use “teach back” methods to confirm the
patient’s understanding (Dinh et al., 2016). Ultimately, it is critical to ensure there is effective
communication between all health care providers and patients.
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Diabetes and the Latinx Population
Some research has shown access to reliable transportation, stigma, acculturation, social
support, SES, lack of education, and access to health care are all factors to consider in the
treatment of Latinx dealing with diabetes (Burner et al., 2019). In addition, ethnicity,
acculturation, citizenship, residence, education, SES, genetics, biology, behavior, psychology,
society, and environmental factors can all determine the influence of human health within Latinx
communities.
As discussed above, acculturation is a complex, multidimensional issue. Its dimensions
include behaviors, attitudes, norms, and values. An individual’s level of acculturation goes well
beyond language use and preference, may not be constant across dimensions, and may differ
across various settings (e.g., home, work, and social environments). Differences in health-related
outcomes have been found to be related to acculturation but confounds may be SES, age, and
movement from urban to rural areas (Finch & Vega, 2003). A determination of how
acculturation might influence the effectiveness of culturally adapted interventions should be a
standard part of the adaptation process. This type of analysis is particularly critical for treatments
that involve fundamental cultural elements such as food, methods of food preparation, and
physical activity norms (Barrera et al., 2012). Understanding acculturation within Latinx
communities can help create a more cohesive and culturally appropriate approach to developing
treatment plans and considering preventative measures for Latinx patients.
In implementing diabetes interventions within the Latinx population, it is also important
to consider treatment compliance. When proposing a specific treatment regimen for Latinx
communities, professionals must consider customs, traditions, values, and possible mental health
stigmas. Some common elements of the Latino culture may be a viable mechanism to improve
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treatment adherence. For example, some Latinx cultural customs include familismo, respeto,
personalismo, espiritism, simpatia, and fatalismo. Familismo is recognizing the importance of
family, prioritizing the family’s needs and wants before the individual, showing dedication,
commitment, and loyalty to the family. Respecto is another value that displays respect,
obedience, not interrupting or arguing with others. Personalismo is a Latinx value where a person
should be warm, caring, and trusting while socializing with others. Espiritism is the belief that
good and evil spirits exist and can affect well-being. Simpatia often means being polite, friendly,
and agreeable, not causing disturbances with others. Last, fatalism tends to mean that fate is
inevitable, and the efforts put into one’s health to improve well-being and health are futile. Thus,
it is essential health care providers consider the cultural customs in treatments and further
examine how these customs relate to acculturation.
Furthermore, another Latinx health disparity is low health literacy. As mentioned before,
the Latinx population more commonly speaks Spanish than English, which further causes
difficulties in Latinx individuals’ ability to obtain, process, and understand basic health
information needed for appropriate health considerations if treatment is not appropriately
translated. There is an increase in the recognition of health literacy as an essential factor in
patient compliance, cancer screening utilization, and chronic disease outcomes (Shaw et al.,
2009). The American Medical Association and other organizations have prioritized low health
literacy among patients in working with underrepresented populations, further assessing
additional resources to implement in treatment to improve comprehension and retention. Limited
comprehension and failed communication caused by low health literacy combine negatively with
cultural beliefs and socioeconomic factors, contribute to failures in the patient’s ability to
understand and engage with physicians and treatment plans (Syed et al., 2013).
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Finally, when working with Latinx populations, culturally responsive interventions are
essential to consider. Interventions can include training courses for patients with diabetes, along
with community outreach presentations. In addition, practical skills development, family/peer
network engagement, empowerment techniques, and consideration of access to bilingual
providers are treatment options for Latinx populations.
Interventions
Although there is no cure for T2DM, several factors can assist in managing the disease.
These include losing weight, eating well, exercising, managing blood sugar, to name a few. A
major task for diabetes care providers is to support patients in performing necessary self-care
behaviors using well-accepted strategies such as recommending effective self-care regimens and
educating patients in their use. In addition, behavioral interventions that help patients implement
self-care regimens, specifically creating individualized and personalized techniques, can be most
beneficial to consider personal daily challenges. As mentioned before, it is critical for an
individual to seek immediate treatment after recognizing early onset of symptoms, in addition to
receiving a recent diagnosis of T2SM, as poor management of disease can lead to extreme
consequences and fatalities.
Interventions for Latinx. The CDC (2022) stated U.S. adults overall have a 40% chance
of developing T2DM, but if a person is a Hispanic/Latino American adult, their chance is more
than 50% and they are likely to develop the condition at a younger age. Diabetes complications
also hit harder in this population, as Hispanics/Latinos have higher rates of kidney failure caused
by diabetes as well as diabetes-related vision loss (CDC, 2022). People with diabetes may
experience long-term complications that develop gradually and can eventually become disabling
and life threatening. Persons who have T2DM can develop heart and blood vessel disease, nerve
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damage, kidney damage, eye damage, slow healing, hearing impairment, skin conditions, sleep
apnea, and Alzheimer’s disease. Many psychosocial and behavioral interventions are available to
assist in the management of T2DM for Latinx. Specifically, understanding the personal, family,
and community context of living with diabetes and choosing interventions that provide support
and coping strategies for self-management have important implications for reducing health
disparities among disadvantaged racial and ethnic groups (Whittemore, 2007).
Psychosocial/Behavioral Interventions. Hyperglycemia is the hallmark of diabetes.
Living with T2DM entails experiencing transient, or sometimes chronic, symptoms of
hyperglycemia and its complications (Wagner et al., 2018). The presence and severity of
symptoms of hyperglycemia are associated with increased levels of negative affect, including
symptoms of panic (Ludman et al., 2004), anxiety, and depression (Paddison et al., 2011). Living
with T2DM also entails difficulties, including the need to engage in a complex routine of selfmanagement behaviors, disruption of daily routine, potentially uncomfortable social situations,
aversive health care interactions, and navigating an often-confusing health care environment
(Wagner et al., 2018). Moreover, individuals most at risk for diabetes (i.e., racial and ethnic
minorities and those from low socioeconomic backgrounds) have experiences that may increase
their risk for psychological distress. Thus, psychological distress is common in persons with
diabetes but remains only partially understood (Wagner et al., 2018) and further research is
needed.
There is evidence that interventions aimed at stress management and relaxation are
efficacious for reducing the overall levels of distress associated with chronic conditions and their
symptoms (e.g., Duncan et al., 2012; Hall et al., 2017; van Son et al., 2013). However, little
research has directly examined whether such interventions dampen concurrent emotional
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reactions to spikes in symptom levels in everyday life (i.e., one of the implied mechanisms
underlying such techniques; Wagner et al., 2018). Thus, it is critical to continue conducting
research to better understand how stress management and relaxation tools can aid in reducing the
stress related to chronic conditions.
Health education that is learner centered and respectful of cultural/linguistic needs has
been shown to have the greatest impact on improving knowledge scores and clinical T2DM
outcomes in socially disadvantaged populations (American Association of Diabetes Educators,
2007; Glazier et al., 2006; Hawthorne et al., 2010; Rosal et al., 2011; Sarkisian et al., 2003). In
these populations, intervention features, including cultural and health literacy targeting,
empowering approaches, and attention to social contextual issues (i.e., social support from
family and friends), have been shown to improve diabetes self-management (Carbone et al.,
2007; Glazier et al., 2006; Lynch et al., 2011).
Health promotion programs for patients with T2DM focus on teaching participants
health-promoting behaviors (i.e., healthy eating and physical activity behaviors), cognitivebehavior skills and strategies to facilitate health-promoting behaviors, and strategies to promote
positive interactions between participants and their health care providers. The singular goal of
this program was to empower participants with T2DM to lead a healthier life (Tol et al., 2015).
There are several considerations to keep in mind when incorporating health-promoting behaviors
within Latinx diabetes treatment (Antshel, 2002), such as a healthy diet, adequate sleep, avoiding
tobacco, reduced alcohol intake, and regular physical activity.
Social cognitive theory emphasizes that people learn best from role models whose
behavior they wish to emulate (Bandura, 2001); thus, this theory can be applied in telenovelas
interventions using culturally sensitive characters and situations to strengthen the salience of the
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representations of Latinx culture to improve insight on diabetes-related attitudes, beliefs, and
behaviors. Using deep-structure adaptations in telenovelas through extensive formative work,
allowing for the representation of health-related issues in the context of broader social or cultural
values and characteristics of Hispanics aid in developing storylines, where la familia was the
central focus of the barriers and facilitators to diabetes management (Sohal et al., 2015). Health
promoting workshops have frequently used diabetes interventions. Furthermore, these workshops
can consist of a variety of interventions (Tucker et al., 2014), such as (a) didactic presentations
by research team members, community leaders, nutritionists, and nurses to teach participants
health-promoting behaviors (e.g., healthy eating and physical activity behaviors) and how to use
self-praise to sustain these behaviors; (b) demonstrations by a nutritionist on how to read and
understand nutrition labels; (c) demonstrations on how to shop for and prepare desired culturelinked meals in a healthier way without sacrificing taste; and (d) small group sessions with
psychologists and psychology graduate students in which the research team members and
participants shared practical and culturally sensitive strategies for engaging in health promoting
behaviors and overcoming disparities to engaging in health promoting behaviors and strategies
for reducing stress and depression—emotions that are often contributors to and consequences of
unhealthy eating and inactivity (Tucker et al., 2014). As it is not common to see culturally
sensitive interventions, providers should consider using patients’ values, interests, customs, and
strength-based approaches within treatment.
Within the Latinx culture, family is an important value as is prayer. Prayer is central to
the concept of spirituality. Religious involvement can affect physical symptoms, quality of life,
and willingness to receive treatment (B. Y. Lee & Newberg, 2005). “Thus, the health-care
practitioner, who is aware of the client’s religious practices and spiritual needs, is in a better
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position to promote culturally competent health care” (Purnell & Paulanka, 2003, p. 33). The
influence of Roman Catholicism can be seen today in many Mexican American families where
religion is embedded in their daily lives (McFarland & Wehbe-Alamah, 2019). For example,
many family homes have altars with a statue of the Virgin Guadalupe, pictures of saints, and lit
candles. These altars are often the focal points of the home (Spector, 2002). These are important
factors to consider, as Latinx populations can benefit from implementing their faith and strengths
into their treatment plans.
Feasible and accessible lifestyle modifications in diet and physical activity are the
foundation of the management of diabetes and metabolic syndrome. Metabolic syndrome is
when a cluster of conditions occur together, increasing the risk of additional medical
complications. Diet plays an essential role in regulating blood glucose control in diabetes; an
inadequate diet is a commonly identified problem of diabetes. Research has indicated several
disparities exist to adherence to a diabetic prudent diet (Glasgow et al., 1997, as cited in Wen et
al., 2004). For example, low SES, and no access to health care can further contribute to food
insecurity, and lack of diabetic knowledge. Disparities to self-care refer to the environmental and
cognitive factors that interfere with following the recommended treatment regimen. For older
adults, family support may be important in overcoming disparities to self-care. Self-management
behaviors in diabetes are associated with the patient’s characteristics within their family
environment. Among Hispanics, the extended family is considered a primary support group
(Anderson & Halter, 1989, as cited in Wen et al., 2004). Therefore, it is especially important to
consider involving immediate and extended family members within the treatment process to
provide additional support, and treatment compliance.

17
Though the exact dose of physical activity for the prevention of T2DM is unknown, data
show increased physical inactivity and sedentary behavior perpetuate the incidence of T2DM and
other obesity-related chronic diseases (Frediani et al., 2020). Thus, it is important to also
consider jobs and daily tasks; for example, having a desk job that includes sitting for the majority
of the day may be a risk factor in comparison to someone who delivers packages, as this job
includes walking and carrying heavier objects. There is significant evidence to support that even
moderate amounts of weekly physical activity decrease the risk of T2DM onset (Yang et al.,
2017, as cited in Frediani et al., 2020). The U.S. National Diabetes Prevention Program (NDPP)
implements an evidence-based model to help pre-diabetic individuals navigate the process of
engaging in sustainable lifestyle changes, including diet and physical activity improvements and
a 5%–7% weight loss goal (Frediani et al., 2020).
Problem solving can also be considered a core skill for patient diabetes self-management
education (Fitzpatrick et al., 2013). Day-to-day management of diabetes is primarily in the hands
of the patient (Fisher et al., 2007); therefore, patients require education and skills training to
perform diabetes self-management. The American Association of Diabetes Educators (AADE)
named seven self-management behaviors everyone with diabetes must learn and master: (a)
blood glucose self-monitoring, (b) taking medications, (c) healthy eating, (d) being active, (e)
reducing risks, (f) healthy coping, and (g) problem solving (Mulcahy et al., 2003). Problem
solving is a cognitive-behavioral process by which a person attempts to identify effective and
adaptive solutions for specific problems encountered in everyday life (D’Zurilla, 2006;
Fitzpatrick et al., 2013). Problem solving facilitates the enactment of each of the other selfmanagement behaviors. In behavioral science, problem solving has been shown to be a
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longstanding, effective, therapeutic intervention approach for behavior change (D’Zurilla, 2006);
however, its application to diabetes self-management is more recent (Schumann et al., 2011).
If T2DM lifestyle modification alone has failed, patients with newly diagnosed T2DM
are generally treated with up to two oral antidiabetic agents (Caballero, 2005). For patients who
fail to achieve adequate glycemic control while receiving combination therapy with two oral
antidiabetics, the next step is usually the addition of a third oral agent or the initiation of insulin
therapy (Caballero, 2005). Over time, treatment with oral antidiabetics alone often becomes
ineffective and most patients eventually require insulin therapy (Caballero, 2005). Insulin
therapy is used to keep patients’ blood sugar levels within a target range, as insulin is injected in
the fat under the patient’s skin using a syringe.
Medication management is also important to consider when working with the Latinx
population coping with T2DM. Although there are many factors that affect glycemic control,
adherence, defined as the extent to which patients follow the instructions given for prescribed
treatments, has been consistently shown to improve control (Parada et al., 2012). Moreover,
noncompliance is associated with significant negative health outcomes; for example, it can lead
to unhealthy cholesterol levels, increased all-cause hospitalizations, and increased mortality
(Parada et al., 2012). Despite awareness of the importance of medication adherence, compliance
rates vary widely.
Effective Interventions. When considering the management of diabetes, providers
should consider approaches that are community-based, are culturally sensitive, promote cultural
humility, and emphasize a sense of self-efficacy and empowerment. Family-based interventions
are strongly encouraged within treatment as family-focused interventions incorporate cultural
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values (familismo) in facilitating stress management, problem solving, and confidence in
diabetes self-management.
Multiple studies have shown that familiarity with the culture, such as by involving
community members, using similar food recipes, using familiar terminology, engaging in
narrative therapy, building rapport, and using psychoeducation as a focal point, is essential when
working with Latinx populations. For example, group dancing for physical exercise in a selected
community setting with diverse music reflective of group members’ different cultural
backgrounds can be more intriguing to Latinx populations as it considers the community values
and interests.
In addition, there is a T2DM management intervention called Sugar, Heart, and Life: A
Guide to Living with Diabetes (Magaziner, 2013) that includes an interactive telenovela and
user-friendly computer-based collateral learning modules and games. This intervention was
implemented among Hispanic T2DM patients within a safety net health care system and was
shown to be successful in helping the Latinx population manage their diabetes. For example, in
Hispanic populations, the importance of family (la familia) in the management of diabetes was
emphasized in a number of studies (e.g., Ramal et al., 2017; Thackeray et al., 2004). Simply put,
it is not enough to depict characters who struggle with diabetes management; narratives must
depict characters who struggle in the same way as the viewer—and this struggle will be different
depending on cultural norms and values. The study focused on deep structure narratives, making
sure authors considered cultural factors when creating their storylines.
The health self-empowerment theory has also been used in several studies,
acknowledging the importance of self-efficacy, self-empowerment, and the values of the Latinx
community. The theory of health empowerment is based, in part, on Rogers’s science of unitary
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human beings (Shearer, 2009). The theory indicates health empowerment emerges from a
synthesis of personal resources and social-contextual resources (Shearer, 2009). Empowerment
from this perspective is a dynamic health process that emphasizes “purposefully participating in
a process of changing oneself and one’s environment, recognizing patterns, and engaging inner
resources for well-being” (Shearer & Reed, 2004, as cited in Shearer, 2009, pp. 253–259). Health
empowerment emphasizes facilitating awareness of the ability to participate knowingly in health
and health care decisions. This, too, can be helpful in diabetes management within the Latinx
communities.
Culturally sensitive health care is responsive to the values, beliefs, and practices of
individuals who share a common cultural and linguistic heritage or other identifying
characteristics such as religion, race, or SES (Tucker et al., 2014). Other researchers have
defined culturally sensitive health care as care that conveys knowledge, awareness, experience,
and skills to serve culturally diverse patients and conveys these competencies in ways that enable
patients to feel comfortable with, trusting of, and respected by their health providers (Tucker et
al., 2007). Using the Motivators of and Barriers to Health-Smart Behaviors Inventory can also be
helpful when considering motivation and barriers and disparities to engaging in health-promoting
behaviors. This inventory consists of statements that assess participants’ self-reported motivators
of and disparities to the following health-promoting behaviors: eating a healthy breakfast, eating
healthy foods and snacks, drinking water and low/no sugar beverages, and engaging in physical
activity daily for exercise. Participants rate their agreement on these items using a 4-point Likert
scale. Questionnaires were used to help participants recognize their top motivators of and
barriers to these behaviors (Tucker et al., 2014). This inventory can help providers better
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understand the possible disparities their patients are facing so they can assist in minimizing those
disparities, if possible.
COVID-19 Pandemic
Although research has identified some effective interventions for T2DM among Latinx
populations, it appears that there continues to be a lapse in understanding Latinx disparities and
barriers, such as accessibility, quality, and language. As a result, the Latinx community continues
to struggle in seeking treatment and treatment compliance, further compounding health equity
and Latinx comorbidities. For example, the ongoing global pandemic, COVID-19, has ravished
the Latinx community, a community that continues to be at high risk due to various preexisting
comorbidities that can be exacerbated by COVID-19, resulting in high fatalities and health
complications.
As of March 18, 2022, the WHO (2022b) has reported 6,062,536 confirmed COVID-19
deaths across the globe. Statista (2022), a known global digital database, reported that as of
March 13, 2022, there were around 965,000 deaths among the 79 million reported positive cases
of COVID-19 within the United States. The ongoing global pandemic has not only taken a vast
number of lives regardless of people’s backgrounds, but data have now shown the pandemic has
exposed pre-existing disparities among several vulnerable populations.
According to the U.S. Census Bureau (2019), there are 60.5 million Hispanics living in
the United States, representing 18.4% of the total U.S. population. CDC (2022) data show that as
of March 16, 2022, 16.2% of U.S. COVID-19 deaths were among the Latinx population. As the
Latinx population has various identified disparities that are mentioned within this systematic
review, it is important to recognize that further research is needed to explore the relationship
between COVID-19 and health disparities within Latinx populations. Some research studies have
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shown Latinx people who have coexisting medical conditions, issues with accessing health care,
difficulties in immigration status, and literacy issues in addition to poor work conditions may
have a significantly higher risk of COVID-19 in addition to having poor prognosis outcomes.
Rationale, Research Aims, and Research Questions
This systematic review involved analyzing the effective psychosocial and behavioral
interventions for T2DM within Latinx communities. A greater understanding of the effectiveness
of interventions within Latinx communities coping with T2DM could potentially inform
clinicians, counselors, physicians, and patients. There is a significant amount of research
exploring treatment options for T2DM; however, continued research is needed specifically on
effective interventions with Latinx populations. This systematic review aided in better
understanding the profusion of health disparities within Latinx populations. This in-depth
analysis was intended to shine light on effective interventions used for Latinx patients coping
with T2DM and how current interventions can be modified in the future to address health
disparities and diversity issues.
The specific research questions that guided this study were:
1. What are the health disparities within the Latinx communities?
2. What types of psychosocial and behavioral interventions are being conducted for
T2DM for the Latinx population?
3. What are the characteristics or specific techniques of helpful T2DM interventions
within the Latinx population?
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Chapter 2: Methodology
Systematic Review Methodology
The researcher in this study conducted a systematic review of qualitative and quantitative
studies to evaluate the health disparities and psychosocial and behavioral interventions for
T2DM among the Latinx population. As the specific review approach was a narrative summary,
the principal researcher succinctly summarized and categorized the main findings within the data
of each study. The researcher used narrative summary, which provides dialogue between the
reader and researcher, as it summarizes and presents a story in chronological order, possibly
delivering knowledge to the recipient in a more traditional manner. This helped not only to
synthesize the most recent psychosocial and behavioral interventions and shine light on the
health disparities Latinx communities encounter, but can help the reader recognize important
cultural aspects to consider when working with the Latinx population and make informed
decisions about whether interventions could be an appropriate treatment modality for their
patients based on many multifactorial considerations (e.g., access to reliable transportation, low
literacy, immigration, possible stigma, level of acculturation, lack of social support, low SES,
lack of education, access to health care, predisposition/genetics, discrimination, proof of
residence, and environmental factors). The researcher used a PRISMA checklist (See Figure 1)
as a general guide to the systematic review process.
Eligibility Criteria
The researcher considered qualitative and quantitative studies focused on assessing and
evaluating Latinx disparities and the psychosocial and behavioral interventions for T2DM for the
review. The inclusion and exclusion criteria for the systematic review were developed based on
the research questions and the extensive literature review presented previously. Study design
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criteria included any quantitative and qualitative methodologies such as cross-sectional,
correlational, descriptive, case-control, and experimental designs (randomized control trials, and
quasi-experimental design with or without control groups). Only studies published within the
United States were considered within this review.
This review included English-language studies due to the additional reviewers’ linguistic
limitations. All articles were peer-reviewed scholarly articles published from 2015 to 2021 that
examined health disparities and psychosocial and behavioral health interventions related to the
diagnosis of T2DM among the Latinx population. All behavioral and psychosocial interventions
were considered for prevention and treatment of T2DM. The impact of treatment included effects
on symptoms; emotional, social, and cognitive functioning; or other self-identified reports. The
samples of the included studies needed to be composed of Latinx male and female adults. The
definition of an adult was 18 years and older. There were no restrictions on gender, literacy
levels of participants, education level, or SES.
While researching the existing literature on health disparities and the psychosocial and
behavioral interventions for T2DM within Latinx communities, the researcher decided to focus
on the last 7 years of research to include the most recent data, to stay informed with current
research findings, and recognize recent successful trends in Latinx interventions and outcomes.
Thus, the researcher gathered literature for this systematic review that was published from 2015
to 2021, and reviewed all studies that met the criteria.
Search, Screening, and Selection Processes
Information Sources
During preliminary searches, the principal researcher identified a wide array of literature;
thus, after collaboration with the university’s librarian, the principal researcher decided to only
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use the following search engine: EBSCOhost: PsycINFO. PsycINFO is an American
Psychological Association resource for abstracts of scholarly research and is the largest resource
devoted to peer-reviewed literature in behavioral science and mental health. The database
contains over five million records and summaries. The researcher used a preliminary set of
keywords identified through a preliminary review of the literature to find potentially relevant
studies (see Appendix A for preliminary search terms). No other search strategies were used,
such as targeting journals that publish frequently on this topic.
Search Terms
The primary concepts within the review were diabetes type 2, Latinx, health disparities,
and psychosocial/behavioral interventions. The researcher developed initial set of terms was
collected based on preliminary feasibility searches of the literature. These terms included
“Latinx” OR “Hispanics” OR “Chicanos” OR “Latinas” OR “Mexican” OR “Latino”; “T2DM”
OR “T2DM mellitus” OR “T2DM” OR “T2M” OR “NIDDM” OR “non-insulin dependent
diabetes mellitus”; “interventions” OR “strategies” OR “best practices” OR “treatment” OR
“therapy” OR “program” OR “management” OR “care”; “disparities” OR “disparity” OR
“inequities” OR “inequality” OR “bias” OR “disproportionality”; and “therapy” OR “treatment”
OR “intervention” OR “counseling” OR “psychotherapy.” The researcher discussed and created
the Boolean search term with the Pepperdine University librarian.
Selection of Studies
Preliminary searches showed some electronic database search engines did not offer the
option to search by United States; therefore, the researcher reviewed and assessed every article
for the inclusion and exclusion criteria before engaging in the data extraction and quality
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appraisal processes. The researcher used a detailed search plan and documentation spreadsheet
for outlining the complete set of electronic search strategies in this review.
After the search process was completed, the researcher reviewed each result using the
inclusion and exclusion criteria. First, the researcher reviewed and screened the title and abstract
of each article to determine whether the target research variables were included; specifically, to
determine whether the article included the Latinx population, and the treatment of T2DM. Next,
the researcher read and screened the full article for all inclusion and exclusion criteria to
determine whether the article was eligible for the current study. A confirmatory review of
randomly selected articles was completed by the principal researcher to approve
included/selected literature. The researcher used the Screening and Selection Record Excel
spreadsheet to keep track of all articles that were obtained in the search process and then
reviewed during the screening process (See Appendix B). In the final column of this spreadsheet,
the primary and secondary reviewers indicated the final decision to include or exclude the article.
The PRISMA Flow Diagram (See Figure 1) depicts the flow of sources from one phase
of the systematic review to the next. It begins with the total number of sources or records
identified through the database searches, and then the total number of sources after searching
through and removing duplicates. Next, it displays the number of articles that were screened via
title and abstract for relevance to the current study and the number that were excluded in that
process. It then shows the number of sources where the full text was assessed for eligibility using
the search and screening document, followed by the number of articles that were excluded in that
process accompanied by the reason for their exclusion. Finally, it ends with the total number of
qualitative and quantitative studies included in the systematic review.
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Data Collection and Extraction
Data Collection
Data collection involved conducting a detailed review of each selected study to identify
relevant information for extraction and categorization. The systematic review variables were
identified based on data that assisted in answering the research questions. Information coded
included information about the study (date form completed, initials/ID of person extracting data,
title, source/publication type, publication status, document language, intervention used,
intervention characteristics), general methodology (features; aim of study, design, type of
method, research approach), assessment of research variables, study participant
characteristics/population (population of interest, recruitment methods, sample size, age, gender,
race/ethnicity, T2DM, Latinx, comorbidity, other treatment received), setting characteristics
(hospital, mental health community, clinic, school), data collection settings, analyses conducted
(descriptive, inferential, and qualitative), results (summary of results, outcome, points of time for
measures, validity of tools, effectiveness), and conclusion/follow up (key conclusion of study,
author recommendations, did the study answer the systematic review questions, takeaways, and
limitations). When articles were reviewed that had encapsulated the “Latinx” term with other
populations, for example, “ethnic minorities,” the researcher continued the screening process and
made sure all participants were of Hispanic descent. In addition, the researcher screened for
intervention type, other characteristics of the disease/comorbidity, and possible disparities.
Within the data extraction form, identification of the variables included the following: V1–
T2DM, V2–T2DM mellitus, V3–T2DM, V4–T2D, V5–NIDDM, V6–non-insulin dependent,
V7–diabetes mellitus, V8–Latinx, V9–Latino, V10–Hispanic, V11–ethnic minorities, V12–
Chicanos, V13–Mexican, V14–Latin*, V15–adult population, V16–interventions, V17–
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strategies, V18–best practices, V19–treatment, V20–therapy, V21–program, V22–management,
V23–care, V24–approaches, V25–psychosocial, V26–behavioral, V27–disparities, V28–
inequalities, V29–inequality, V30–bias, V31–disproportionality, V32–determinants, V33–social
determinants, and V345–health disparities. However, the researcher also grouped variables
together in the appropriate categories.
Data Extraction
The researcher used a Data Collection and Extraction Form to track extracted data for
each study (See Appendix C). The university’s program research coordinator developed the base
form, which the principal researcher modified to include all variables relevant to the current
study. Variables that were extracted were determined in the context of the focus of this
systematic review.
The final form included the previously identified document ID number, the names of
authors, year of publication, full document title, research variables, and a section for notes—the
remaining portion of the form was divided into nine sections: general information, design
characteristics, methodological features, assessment of research variables, study participant
characteristics and recruitment, setting characteristics, analysis conducted, results, and
conclusion and follow up. The assessment of the variables was as follows: V1–T2DM, V2–
Latinx population, V3–adult population (18 and older), V4–interventions, and V5–health
disparities. In addition to the eight sections within the data collection and extraction form, the
principal researcher added a ninth section to evaluate intervention characteristics. Within this
ninth section, the researcher considered the following: (a) outcome of the source, (b) design
quality, and (c) effectiveness.
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The researcher and two research assistants divided up the 23 included studies and
completed data extraction for their assigned articles independently. The principal researcher and
research assistants independently extracted data using the same data extraction form and
compared the results for discrepancies. The principal researcher also conducted data extraction
for a random sample of the studies and then compared the results to what the research assistants
had already done to make sure they were categorized appropriately. Once all studies were
reviewed, the extracted data from each form were transferred to an Excel spreadsheet. Any need
for modification was determined collaboratively and decided by the principal researcher.
Quality Appraisal
After the principal researcher and additional research assistants completed the data
extraction process, a critical appraisal for each study occurred to determine the quality of the
publication and the study’s methodology; to reduce bias and mistakes, a confirmatory review of
a randomly selected number of articles by the research chair or other designated person occurred.
The principal researcher and additional research assistants assessed the quality of the chosen
studies using a Quality Appraisal Form (See Appendix D). More specifically, the form included
a review of the following nine criteria: (a) strength of literature foundation and rationale for the
study, (b) clarity of research design or methodological approach, (c) quality of research design or
methodological approach, (d) sample selection and characteristics, (e) measures/data collection
tools, (f) data collection, (g) analysis of data, (h) discussion of study limitations, and (i)
consideration of culture and diversity. Each of the outlined criteria were ranked as follows: 3
(Strong), 2 (Good/Adequate), 1 (Weak), and 0 (Missing). A cut off score of 19 was implemented
within the quality appraisal process to increase the quality of extracted studies. The critical
appraisal occurred immediately after the completion of the data extraction of the studies selected
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for inclusion. The reviewers completed a critical appraisal form for each of the studies and had
different rankings on a domain or the overall quality of the study; there was an establishment of
collaboration for a common consensus. If there was not an establishment of a common
consensus, the principal researcher determined the quality of study.
The Quality Appraisal Form was designed by the university’s program research
coordinator and modified by the researcher. The researcher evaluated each selected article with
the Quality Appraisal Form to determine the overall quality of the literature used within the
systematic review. After the principal researcher and research assistants completed each study’s
Quality Appraisal Form, there was a transfer of ratings and comments to the Excel database
spreadsheet. As there were many articles that needed to be appraised, the principal researcher
and chair decided it was best to implement a quality appraisal cut off score of 19 to improve
overall guideline standards, further improving quality of summed articles included within this
systematic review.
Data Management, Synthesis, and Analysis
Database Development and Reporting of the Results
After identifying the final set of articles for inclusion, the researcher extracted data from
each article using the Data Extraction and Quality Appraisal Form. The raw data collected from
each form were then entered into an Excel sheet Database Table (Appendix E) designed by the
university’s program research coordinator and modified by the principal researcher. The data
were entered into the Database Table by the principal researcher and research assistants. The
Database Table was composed of the research variables and categories described in the data
extraction and quality appraisal forms above. The principal researcher organized the collected
data into categories based on the extracted descriptive and analytical data.
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Following the completion of the Database Table, the collected data were cleaned,
organized, and presented in three data tables. During the cleaning process, data were categorized
and put into a consistent format. The tables were used as the evidence base for the research
questions. Table 1 (Disparities), Table 2 (Psychosocial and behavioral interventions), and Table
3 (Characteristics of successful interventions) present all the information relevant to answering
the research questions. A review of the above was assessed and examined and the results were
presented descriptively.
The results of the systematic review were transferred from the Database Table and are
summarized in Appendix F (Table of all Included Studies), which was designed by the
university’s program research coordinator and modified by the principal researcher. This table
also presents key characteristics of the included articles, including document ID number, author,
year, study design, type of intervention, identified disparity, characteristics of successful
interventions, and sample characteristics (i.e., Hispanic origin, location, sample size, age, and
gender).
Data Analysis and Synthesis
After the data were extracted, the quality appraisals were completed, and the raw data
were transferred and entered into their respective tables. The findings from the systematic review
of quantitative and qualitative studies were described and analyzed with a narrative synthesis.
The analysis involved identifying, organizing, and describing various patterns,
themes/characteristics in the articles reviewed. This information was then analyzed and
conceptualized for potential relationships between the Latinx disparities, Latinx psychosocial
and behavioral interventions, and the characteristics of successful interventions. In addition,
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research variables, outcomes, selected measures, and findings were reviewed and examined for
patterns. A descriptive overview was constructed to present the key findings.
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Chapter 3: Results
Search Results
The first search yielded 8,714 results (EBSCOhost: Academic Search, PsycInfo). All
articles were screened for eligibility using the inclusion and exclusion criteria. Once articles were
determined to be peer-reviewed (N = 6,824), they were then screened for years of 2015–2021 (N
= 3,387), and then articles were excluded that did not focus on adulthood (N = 2,401), and were
not published in the English language (N = 2,396). All articles were then screened for location
within the United States (N = 659), and duplicates were excluded. Also excluded were literature
reviews, meta-analyses, studies not addressing this dissertation’s research variables/questions,
and not meeting the quality appraisal cut off score of 19 (N = 101). Last, articles were screened
to only include populations identified as Hispanic, excluding all articles that included other
ethnicities or populations within the sample size (N = 10).
The second search yielded 462 results (EBSCOhost, Academic Search, PsycInfo). All
articles were screened for eligibility using the inclusion and exclusion criteria. Once articles were
determined to be peer-reviewed (N = 335), they were then screened for inclusion years of 2015–
2021 and not published in the English language (N = 139), and then articles that did not focus on
adulthood were excluded (N = 113). All articles were then screened for location within the
United States (N = 84), and then duplicates were excluded. Also excluded were literature
reviews, meta-analyses, medicinal treatments, studies not addressing this dissertation’s research
variables/questions, and not meeting the quality appraisal cut off score (N = 61). Last, after a full
text screening to only include populations identified as Hispanic, excluding articles that included
other populations within the sample size, a total of 13 articles were selected to be included in the
systematic review (N = 13). See Figure 1 for Flow Diagram.
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Figure 1.
PRISMA Flow Diagram
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Included Studies Summary Table
The Evidence Table of Included Studies contains helpful characteristics of the 23
included studies. Of the 23 included articles, 10 articles focused on disparities and 13 articles
discussed T2DM interventions within the Latinx community, which are the same 13 articles that
were reviewed for specific characteristics and specific techniques used within the successful
interventions within the Latinx community that have T2DM.
Location of Studies
The locations of studies varied. Most of the studies were conducted in California,
specifically San Diego, San Bernardino, San Francisco, Sacramento, and Central and Southern
cities (N = 6; García et al., 2015; Marquez et al., 2016; Organista et al., 2016; Ramal et al., 2017;
Ramírez & Carmona, 2018; Soto et al., 2015). Five studies were located in Texas and Arizona,
specifically Central Texas, Harris County, Starr County, Houston, and Little Rock, Arizona (N =
5; Brown et al., 2016; Cobb et al., 2017; García et al., 2015; Lin et al., 2019; McEwen et al.,
2017). In addition, one study was located in Miami-Dade County, Florida (N = 1; GonzálezGuarda et al., 2016) and one study was located in Chicago, Illinois (N = 1; Sanchez-Johnsen et
al., 2017). Three studies were located in Detroit and Ann Arbor, Michigan (N = 3; Darghouth et
al., 2015; LeBrón et al., 2017); four studies were located in North Carolina (N = 4; Amirehsani et
al., 2019; Cubillos et al., 2017; Hu et al., 2016; Mann-Jackson et al., 2018); two studies were
located in Connecticut (N = 2; Wagner et al., 2018; Wagner et al., 2015); two studies were
located in Virginia (N = 2; Kaltman et al., 2016; Soto et al., 2015); and one study included six
quasi-experimental studies located in Illinois, Arizona, Texas, Colorado, North Carolina, Boston,
and Michigan (N = 1; Soderlund, 2017).
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Summary Table of Included Studies Key Characteristics
The Summary Table of Included Studies Key Characteristics contains the 23 included
studies (Appendix G). This table includes basic data for each of the 23 articles that focused on
demographic disparities and T2DM interventions within the Latinx community.
Study Characteristics
Location of Included Studies
The locations varied across the 23 included studies. Most studies were conducted in
California, specifically San Diego, San Bernardino, San Francisco, Sacramento, and central and
southern cities (N = 6; García et al., 2015; Marquez et al., 2016; Organista et al., 2016; Ramal et
al., 2017; Ramírez & Carmona, 2018; Soto et al., 2015). Five studies were conducted in Texas
and Arizona, specifically Central Texas, Harris County, Starr County, Houston, and Little Rock,
Arizona (N = 5; Brown et al., 2016; Cobb et al., 2017; García et al., 2015; Lin et al., 2019;
McEwen et al., 2017). In addition, one study was in Miami-Dade County, Florida (N = 1;
González-Guarda et al., 2016), along with one study located in Chicago, Illinois (N = 1;
Sanchez-Johnsen et al., 2017). Three studies were located in Detroit and Ann Arbor, Michigan
(N = 2 Darghouth et al., 2015; LeBrón et al., 2017), four studies were located in North Carolina
(N = 4; Amirehsani et al., 2019; Cubillos et al., 2017; Hu et al., 2016; Mann-Jackson et al.,
2018), two studies were located in Connecticut (N = 2; Wagner et al., 2018; Wagner et al., 2015),
two studies were located in Virginia (N = 2; Kaltman et al., 2016; Soto et al., 2015), and one
study included six quasi-experimental studies located in Illinois, Arizona, Texas, Colorado,
North Carolina, Boston, and Michigan (N = 1; Soderlund, 2017).
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Sample Size of Included Studies
The range of the included studies’ sample sizes varied slightly, ranging from 12
participants (Benavides-Vaello & Brown, 2016) to 1,777 participants (Garcia et al., 2015). Legal
status of 140 participants’ perceptions was assessed (Cobb et al., 2017), in addition to 247
participants identified the contribution of discrimination, violence, and immigration stress
contributed to health disparities (Mann-Jackson et al., 2018). The González-Guarda et al. (2016)
study included 164 participants and focused on substance abuse and overall contributions of
stress among Hispanic men, 203 participants reported underlying obesity to contribute to poor
body image and health disparities (Sanchez-Johnsen et al., 2017) and 344 participants identified
day laborers and living conditions can contribute to increased psychological distress (Organista
et al., 2016). Last, 403 participants also found correlations between discrimination and diabetes
(LeBrón et al., 2017), assessing fatalistic beliefs among 24 participants (Ramírez & Carmona,
2018) and if marital status contributes to psychological distress (Darghouth et al., 2015) within
the sample size of 868 participants.
Age and Gender of Included Studies
This systematic review focuses on Latinx female and male adults, specifically only
looking at studies that identified ages 18 years and older. Thirteen studies focused on females
and males in which the authors only listed mean ages, fluctuating from 41.2–70.7 (Amirehsani et
al., 2019; Brunk et al., 2017; Cubillos et al., 2017; García et al., 2015; Garcia et al., 2015; Hu et
al., 2016; Lin et al., 2019; Marquez et al., 2016; McEwen et al., 2017; Ramal et al., 2017; Soto et
al., 2015; Wagner et al., 2018; Wagner et al., 2015). Five studies focused on only men, in which
age ranges were listed, varying from 18–81 years old (González-Guarda et al., 2016; LeBrón et
al., 2017; Mann-Jackson et al., 2018; Organista et al., 2016; Sanchez-Johnsen et al., 2017). Two
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of the included studies that also focused on females and males listed an age range of 18–65 years
old (Cobb et al., 2017; Darghouth et al., 2015). Another three studies focused on female
participants and only included age ranges from 18–29 years old (Ramírez & Carmona, 2018) and
18 and over (Soderlund, 2017), leaving a remaining study that listed female participants with a
mean age of 52.8 (Benavides-Vaello & Brown, 2016).
Population of Disparities and Interventions
Within this systematic review, participants who identified as Latinx living in the United
States were considered within the included studies. Latinx includes anyone of Latin descent or
origin. The principal researcher extracted data to identify the ethnicity of participants to further
provide insight on Latinx disparities, in addition to recognizing which psychosocial and
behavioral interventions are most helpful for specific Latinx ethnicities or race.
Within the included disparity articles, seven studies included populations that identified
as Mexican (Benavides-Vaello & Brown, 2016; Darghouth et al., 2015; LeBrón et al., 2017;
Mann-Jackson et al., 2018; Organista et al., 2016; Ramírez & Carmona, 2018; Sanchez-Johnsen
et al., 2017), three different articles reported to mention Hispanic backgrounds (Cobb et al.,
2017; González-Guarda et al., 2016; Mann-Jackson et al., 2018), in addition to two articles
identifying Puerto Rican (Darghouth et al., 2015; Sanchez-Johnsen et al., 2017) and three studies
to include Latino (Darghouth et al., 2015; García et al., 2015; Organista et al., 2016). Cuban was
mentioned twice within included studies (Darghouth et al., 2015; González-Guarda et al., 2016),
following Chicano to be included within one study (LeBrón et al., 2017). Last, backgrounds of
Guatemalan, Salvadorian, and Honduran were identified within one study (Organista et al.,
2016).

39
There were several different ethnicities/races that were identified within the included
intervention studies; however, it is also important to note that these identified ethnicities and
races were usually mentioned several times within each study. Within the intervention included
studies, Hispanic was one of the most identified ethnicities. Specifically, Hispanic was
mentioned seven times within the 13 included intervention studies (Amirehsani et al., 2019;
Brunk et al., 2017; García et al., 2015; Hu et al., 2016; Soderlund, 2017; Wagner et al., 2018;
Wagner et al., 2015). Latino was also mentioned seven times within the 13 included studies
(Amirehsani et al., 2019; Marquez et al., 2016; Ramal et al., 2017; Soderlund, 2017; Soto et al.,
2015; Wagner et al., 2018; Wagner et al., 2015). Mexican American was identified three times
out of the 13 included intervention studies (Garcia et al., 2015; McEwen et al., 2017; Soderlund,
2017) with one study identifying participants who identified as Puerto Rican (Wagner et al.,
2015) and another study that participants identified as Mexican (Lin et al., 2019). Last, there was
one study that participants reported identifying as Hispanic Americans (Cubillos et al., 2017).
Research Question 1: What are the Health Disparities Within the Latinx Communities?
To examine Research Question 1, “What are the health disparities within the Latinx
communities,” data were extracted from 10 articles and categorized based on the authors’
description. For the purpose of this systematic review, the disparity categories were defined as
follows: (a) medical conditions included cancer, cardiovascular issues, prediabetes, diabetes,
obesity, and HIV; (b) stress included cultural stress, family stress, family processes stress,
marital status stress, adverse experience stress, and sexual identity stress; (c) undocumented
included immigration enforcement and legal status; (d) discrimination included victimization and
violence; (e) mental health included psychological distress and depression; (f) low SES; (g)
social inequalities included social mobility, sociocultural constructs, and syndemic issues; (h)
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substance use included alcohol; (i) poor diet included poor nutrition and food insecurity; (j)
literacy issues included poor health literacy and low education status; (k) living conditions
included neighborhood risk and intra-community tensions; (l) acculturation; (m) poor physical
activity; and (n) poor body image.
Medical conditions were the most common disparity within this systematic review. The
medical conditions category included the following: cancer, cardiovascular disease, prediabetes,
diabetes, and obesity. Within the 10 included studies, diabetes was mentioned four times
(Benavides-Vaello & Brown, 2016; LeBrón et al., 2017; García et al., 2015; Sanchez-Johnsen et
al., 2017), obesity was discussed within three articles (Benavides-Vaello & Brown, 2016; García
et al., 2015; Sanchez-Johnsen et al., 2017), following two studies, highlighting prediabetes
(García et al., 2015; Sanchez-Johnsen et al., 2017). Cardiovascular disease was also identified as
a disparity having been mentioned in two studies (García et al., 2015; Sanchez-Johnsen et al.,
2017), in which cancer was mentioned once (Sanchez-Johnsen et al., 2017). Human
immunodeficiency virus, also known as HIV, was identified once (González-Guarda et al.,
2016).
Stress was the second most common disparity within this systematic review, being
mentioned six times within the included studies. Within this systematic review, stress was
categorized with cultural stress (González-Guarda et al., 2016), family stress (González-Guarda
et al., 2016), family processes stress (Darghouth et al., 2015), marital status stress (Darghouth et
al., 2015), adverse experiences stress (Cobb et al., 2017), and sexual orientation stress
(González-Guarda et al., 2016).
Within this systematic review, the undocumented disparity was combined with
immigration enforcement and legal status disparities. The principal researcher referenced
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authors’ definitions when considering categorizations. The term undocumented was mentioned
four times out of 10 included studies (Cobb et al., 2017; LeBrón et al., 2017; Mann-Jackson et
al., 2018; Organista et al., 2016), along with immigration enforcement being mentioned once
(Mann-Jackson et al., 2018) and legal status (Cobb et al., 2017) being mentioned once.
Discrimination, victimization, and violence were categorized together being mentioned
five times within the 10 included studies. Specifically, discrimination was reported to be related
to legal status (Cobb et al., 2017), overall health impact (Mann-Jackson et al., 2018) and
highlighted correlates of interpersonal and ethno-racial discrimination among Latino adults
(LeBrón et al., 2017). Both victimization and violence were identified as disparities in one study
(Mann-Jackson et al., 2018).
Mental health distress was used as an umbrella term to categorize depression and
psychological distress, which was separated from the stress category to highlight impaired
mental health and reflect on mental health disorders. Depression was mentioned three times
within the included studies (Garcia et al., 2015; González-Guarda et al., 2016; Organista et al.,
2016), in which these articles discussed a decrease in mental well-being that was associated with
migrant workers and neighborhood socioeconomic positions. Psychological distress was
mentioned one time within the included studies (Organista et al., 2016). Specifically, within this
study, results indicated being separated, divorced, cohabitating, or single was associated with
higher levels of psychological distress compared to being married (Darghouth et al., 2015).
Of the 10 included studies in this systematic review, five studies identified low SES as a
health disparity (Organista et al., 2016), and the other four studies linked low SES with
reluctance to take time off work to go to doctor appointments and buying healthier foods
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(Benavides-Vaello & Brown, 2016; García et al., 2015; LeBrón et al., 2017; Ramírez &
Carmona, 2018).
The social inequalities category included social mobility, social constructs, and syndemic
considerations, all being mentioned a total of six times within the included studies. Social
inequality disparity was reported three times (Cobb et al., 2017; Mann-Jackson et al., 2018;
Organista et al., 2016). Social mobility (Cobb et al., 2017), sociocultural constructs (BenavidesVaello & Brown, 2016), and syndemic (González-Guarda et al., 2016) disparities were only
mentioned once within the included studies.
Within the substance use disparity category, the principal researcher decided to also
include alcohol use, as both disparities display a pattern of drug use leading to significant
impairment in one’s life and overall functioning. Substance use was identified once (GonzálezGuarda et al., 2016) within the included studies. Alcohol was also reported once (Garcia et al.,
2015) within the included studies.
Poor diet is another identified disparity within this systematic review. Poor diet was
mentioned within two of the included studies (Benavides-Vaello & Brown, 2016; SanchezJohnsen et al., 2017). Within these two studies, poor diet has been associated with underlying
obesity in Latino men, in addition to sociocultural issues in accessing healthy food in lowincome households of Mexican American women, resulting in high risk of prediabetes, diabetes,
cancer, and cardiovascular disease.
Literacy issues were categorized with poor health literacy and low education, all being
mentioned six times within the included studies. Specifically, literacy issues were identified three
times (LeBrón et al., 2017; Mann-Jackson et al., 2018; Ramírez & Carmona, 2018). Low
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education status was identified two times (García et al., 2015; Ramírez & Carmona, 2018), with
poor health literacy only being identified once (LeBrón et al., 2017).
Living conditions is another categorized group that includes neighborhood risk and intracommunity tensions. These disparities were mentioned three times within the included studies.
Living conditions were mentioned once (Organista et al., 2016). Neighborhood risk was also
mentioned only once (Garcia et al., 2015), as was intra community tensions (Mann-Jackson et
al., 2018).
Acculturation was mentioned four times within the included studies (García et al., 2015;
González-Guarda et al., 2016; Ramírez & Carmona, 2018; Sanchez-Johnsen et al., 2017).
Specifically, the studies that discussed acculturation reported this disparity to be associated with
significant stress and obesity. Authors also found cultural factors to change within level and
years of acculturation.
Poor physical activity was also identified to be a disparity within the Latinx populations.
Poor physical activity was reported within two of the included studies (Garcia et al., 2015;
Sanchez-Johnsen et al., 2017). Poor physical activity was associated with obesity among
Mexican and Puerto Rican men. In addition, poor physical activity was linked to chronic health
conditions, weight gain, and mental health issues.
Moreover, poor body image is the remaining disparity that was identified within the
included studies. Poor body image was identified within one of the included studies (SanchezJohnsen et al., 2017). Poor body image was also associated with Mexican and Puerto Rican men,
who have poor diet habits, low physical activity, and are overweight.
In summary, the top four most identified disparities within the 10 included disparity
studies were as follows: low SES, diabetes, undocumented, and stress. Specifically, low SES was
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identified within 50% of the 10 included articles, as low SES interferes with being able to have
financial access to transportation, medical insurance, healthier foods, and medications. Diabetes
was another common disparity, being identified within 40% of the 10 included articles; as
diabetes is more prevalent than ever within the Latinx community, complications have become
more prevalent. Undocumented is another disparity that was identified within 40% of the
included articles, specifically discussing a fear of possibly getting deported when going to the
doctor, not trusting medical providers, and an inability to access government resources that
require citizenship. Stress was another identified disparity, accounting for 40% of the included
studies, as stress is often related to additional disparities, such as pressures in sending money
back home to extended family, providing financially for immediate family, and experiencing
poor work conditions, to name a few.
Research Question 2: What Types of Psychosocial and Behavioral Interventions are Being
Conducted for T2DM for the Latinx Population?
To examine Research Question 2, “What types of psychosocial and behavioral
interventions are being conducted for T2DM for the Latinx population,” the treatment
interventions used were extracted from 13 included articles and categorized based on the
authors’ description. As there were multiple interventions within each included intervention
study, the principal researcher decided to incorporate percentages to identify the most
documented interventions within the included intervention studies. Thus, the principal researcher
determined to list the top three most common interventions and their percentages.
Treatments identified were placed in the following categories: educational programs,
evidence-based practices, relaxation and mindfulness techniques, social support techniques, diet
and physical activity, social ecological model (SEM), and self and stress management
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interventions. For the purpose of this systematic review, the categories were identified as
follows: (a) self-management included diabetes management, skills training, in-home based
interventions, stress management, lifestyle management and behavioral modifications; (b)
educational programs included diabetes education, psychoeducation, healthware web-based
education and general educational programs; (c) social and familial approaches, telephone follow
up calls, family involvement techniques, social and familial supports and communal coping; (d)
health and nutrition included diet modifications, diet recommendations, and physical activity
interventions; (e) relaxation included mindfulness techniques and self-care; (f) evidence-based
practices included cognitive behavioral therapy and dialectical behavioral therapy; and (g) SEM
only included the model itself. Interventions were categorized based on the description/definition
of content provided by authors versus the name or category of the group/intervention. For
example, Lin et al. (2019) implemented a family healthware, web-based tool that assesses
familial risk for diseases that also provides supplementary informative feedback including risk
assessment, and behavioral recommendations. The Healthware web-based tool is used to provide
educational feedback to participants; thus, it was categorized within the educational program
group rather than included within the self-management intervention group. It is important to note
that because there were multiple interventions included within each study, it was decided that the
categorized groups would have a sum of mentioned interventions, rather than identifying how
many articles identified the intervention. In addition, the principal researcher recognized the
importance of identifying interventions with multiple interventions; thus, the principal researcher
decided to specifically identify the top three most successful interventions that had multiple
treatments included within the study. When considering the top three most successful
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interventions, the principal researcher reviewed the studies’ successful outcomes and outcome
data.
Of the 13 included intervention studies, 11 articles were educational programs; however,
a few studies included multiple educational programs in single studies. These educational
programs included diabetes education (N = 7; Brunk et al., 2017; García et al., 2015; Hu et al.,
2016; Marquez et al., 2016; McEwen et al., 2017; Ramal et al., 2017; Wagner et al., 2018),
psychoeducation (N = 1; Wagner et al., 2015), and general educational techniques (N = 1;
Cubillos et al., 2017). Both diabetes education and psychoeducation were combined in one study
(N = 1; Amirehsani et al., 2019), and the Healthware web-based tool and educational
interventions were applied together in one study (N = 1; Lin et al., 2019).
Social support interventions were identified in eight out of the 13 included articles, in
which a few studies included multiple social support interventions in a couple of single studies.
These social support interventions included family involvement (N = 2; Amirehsani et al., 2019;
Hu et al., 2016), general social support interventions (N = 2; Marquez et al., 2016; Soto et al.,
2015), and telephone follow up calls (N = 2; García et al., 2015; Wagner et al., 2018). Both
family involvement and general social support interventions were combined interventions within
one study (N = 1; McEwen et al., 2017), and family involvement, social support, and communal
support interventions were combined within one study intervention (N = 1; Lin et al., 2019).
In the 13 included studies, self-management interventions were identified within 11
studies; however, several combined self-management interventions were identified within single
studies. Self-management interventions included the following: self-management skills (N = 4;
Brunk et al., 2017; García et al., 2015; Soderlund, 2017; Soto et al., 2015), in-home based
interventions (N = 1; García et al., 2015), stress management (N = 1; Wagner et al., 2018),
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lifestyle management (N = 1; Marquez et al., 2016), and diabetes management (N = 2; Hu et al.,
2016; Marquez et al., 2016). Self-management skills, in-home based interventions, and
behavioral modification interventions were combined and used within one intervention (N = 1;
McEwen et al., 2017). Self-management and lifestyle management were also used within one
intervention (N = 1; Ramal et al., 2017). In addition, lifestyle management and diabetes
management were combined within another intervention (N = 1; Amirehsani et al., 2019). Last,
skills training and stress management were combined within one intervention (N = 1; Wagner et
al., 2015).
Within the 13 included intervention articles, six identified health and nutrition
interventions, in which a few studies included multiple nutrition interventions in single studies.
Specifically, within the health and nutrition interventions, physical activity was identified (N = 3;
Brunk et al., 2017; Soderlund, 2017; Soto et al., 2015). One intervention included both diet and
dietary recommendations (N = 2; Cubillos et al., 2017; Ramal et al., 2017), as well as one study
included both diet and physical activity within one intervention (N = 1; Lin et al., 2019).
Out of the 13 included studies, relaxation techniques were mentioned within two articles;
however, one article included both a relaxation and mindfulness intervention within the primary
intervention. These relaxation interventions included general relaxation treatments (N = 2;
Wagner et al., 2018) and self-care interventions (N = 1; Soto et al., 2015). As mentioned prior,
both relaxation techniques and mindfulness interventions were included within one study
intervention (N = 1; Wagner et al., 2015).
Within the 13 included intervention studies, evidence-based practices were identified in
one study (N = 1; Wagner et al., 2015), having both cognitive behavioral therapy and dialectical
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behavioral therapy within one intervention. Both interventions were used with community health
workers to better manage stress and diabetes.
Last, the SEM was only identified in one out of the 13 included studies (N = 1;
Soderlund, 2017). Within this study, the SEM was used as a framework to identify individual
factors associated with successful physical activity for Hispanic women. SEM also considered
social environmental factors as well.
The top three most identified interventions within the 13 included intervention articles
were as follows: diabetes educational interventions, self-management interventions, and
social/familial interventions. Specifically, diabetes educational interventions were identified
within 70% of the included studies, as diabetes educational interventions have been successfully
used to better inform participants, to increase insight about disease, and help improve health
habits. Self-management interventions were identified in 70% of the included articles, as selfmanagement interventions have been found to promote healthier habits, to decrease doctor visits
and hospitalizations, and to increase autonomy and empower participants to take more control
over their treatment process. Social and familial support was identified within 50% of the
included articles, as including supportive networks can increase the likelihood of adherence to
treatment, especially within collectivistic cultures.
Research Question 3: What are the Characteristics, or Specific Techniques of Helpful
T2DM Interventions Within the Latinx Population?
To examine the third research question, “What are the characteristics or specific
techniques of helpful T2DM interventions within the Latinx population,” the researcher
identified characteristic themes. Specifically, within this systematic review, characteristics were
defined as a quality or feature of an intervention that was helpful within the 13 included

49
intervention studies. Characteristics themes were as follows: (a) bilingual components, (b)
bicultural staff, (c) culturally sensitive interactive tactics, (d) lifestyle modifications, (e) social
and family supports, (f) holistic considerations, (g) manageable and accessible self-management
considerations, and (h) culturally modified diet strategies. Specifically, bilingual components
included bilingual Spanish speaking staff, bilingual telephone systems for follow up calls, and
bilingual manualized intervention curriculum. Bicultural staff included Latinx moderators,
having staff members identify as a part of the Latinx community, using cultural values such as
respeto and simpatia when interacting with participants, and taking time to develop a cohesive
and trusting bond. Culturally sensitive interactive tactics included staff often requesting
participants for feedback, encouraging participants to share their stories and insights on how to
change behaviors, staff verbally administering scales and questionnaires to counteract possible
literacy issues, having one-on-one individualized sessions focused on symptom relief, and
having interactive modules that replace words and diagrams with pictures wherever possible to
improve engagement and retention of information.
Furthermore, lifestyle modifications included long-term intensive interventions that
consider multiple domains within the participant’s life, such as accessibility to meal
replacements, meal plans, and physical activity recommendations. Social and family supports
included family members participating in psychoeducation and diabetes education to improve
compliance and accountability, as well as using family heritage within assessment tools to
inform the participant and family members of health risks. Holistic considerations included
assessments of participants’ intrapersonal, interpersonal, institutional, community, and public
policy domains, as this has been helpful in considering participants’ intersectionality within
treatment. Manageable and accessible self-management considerations included in-home
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interventions, individualized behavioral modifications, and accessible take home recorded
relaxation exercises. Last, a culturally modified diet included changes in social behavior within
the family unit, diet recommendations, moderations in different foods, having strategies in
replacement sugars, “use of the fork” strategies to aid in portion control, and using collectivistic
values within interventions. For example, collectivist cultures may prioritize the needs and goals
of family rather than one’s own needs and goals, thus recognizing possible motivators in having
participants complete treatment primarily for their families, and children, to improve health and
quality of life.
Of the 13 included intervention studies in this review, six reported successes in using
bilingual components (N = 6; Amirehsani et al., 2019; Cubillos et al., 2017; García et al., 2015;
Hu et al., 2016; Wagner et al., 2018; Wagner et al., 2015). Three articles identified successes in
using bilingual telephone interventions (N = 3; Lin et al., 2019; McEwen et al., 2017; Wagner et
al., 2018), along with one article reporting promising outcomes in using bilingual considerations
in stress and relaxation management within a group setting (N = 1; Wagner et al., 2018).
Bilingual diabetes education was found to be helpful within two studies (N = 2; Amirehsani et
al., 2019; Wagner et al., 2018), as well as manualized bilingual curriculum within one article (N
= 1; Wagner et al., 2018). Considerations of cultural values were mentioned within one study (N
= 1; García et al., 2015), specifically, the study reported staff who are knowledgeable of cultural
norms and aware of personalismo and simpatico, can be helpful in building trust and improving
engagement with participants.
Of the 13 included intervention studies in this review, two reported helpfulness in
including bicultural staff (N = 2; Hu et al., 2016; McEwen et al., 2017). In addition, two articles
specifically identified using Latinx moderators, promotoras, also known as a Hispanic/Latinx
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community member who receives specialized training to provide basic health education within
the community without the formality of a professional health care worker title. In addition,
members of the community who have Latinx backgrounds have improved engagement, and have
influenced successful outcomes, especially in diabetes self-management (N = 2; Amirehsani et
al., 2019; McEwen et al., 2017).
Five out of the 13 included intervention studies reported improved outcomes when using
culturally interactive interventions. Specifically, requesting frequent feedback, encouraging
participants to share their stories, and insight on ways to change behaviors have been helpful to
empower and help participants participate in their own treatment, which was found to be
successful in one study (N = 1; Amirehsani et al., 2019). One study reported verbally
administering scales and questionnaires have shown to be successful when considering low
literacy (N = 1; Hu et al., 2016). In addition, using culturally interactive modules, such as having
one on one education to discuss behavioral modifications (N = 1; García et al., 2015), focusing
on symptom relief (N = 1; García et al., 2015), and replacing words and diagrams with pictures
to consider low literacy have shown increased engagement and retention of information within
one study (N = 1; Brunk et al., 2017). In addition, one study found that using a healthware webbased interactive tool that assesses family heritage and provides educational feedback showed
improved engagement and increased insight (N = 1; Lin et al., 2019).
Out of the 13 included intervention studies, lifestyle modifications were mentioned
within three studies. Specifically, authors found that long-term meal replacements, meal plans,
physical activity recommendations, and tools to keep track of accountability were successful in
one study (N = 1; Marquez et al., 2016). In addition, it was noted that implementing participants’
perspectives can assist in a better understanding of potential sustainable impacts within
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interventions (N = 1; Amirehsani et al., 2019). Last, a lifestyle modification program that is
called GEM (glycemic load diet, exercise, and self-blood glucose monitoring) found that
applying the five levels of assessment (i.e., cognitive, attitudinal, instrumental, behavioral, and
societal) was helpful with diabetes outcomes (N = 1; Brunk et al., 2017).
Social and family supports were mentioned eight times within the 13 included
intervention studies. Specifically, social support and family involvement was found to be helpful
in improving compliance, diet, and physical activity (N = 8; Amirehsani et al., 2019; Brunk et al.,
2017; Hu et al., 2016; Lin et al., 2019; Marquez et al., 2016; McEwen et al., 2017; Soderlund,
2017; Soto et al., 2015).
Holistic considerations were mentioned one time within the 13 included intervention
studies (N = 1; Soderlund, 2017). Specifically, the study found that implementing the SEM at its
five levels––intrapersonal (individual), interpersonal, institutional, community, and public
policy––has been found to influence positive change in individual behaviors.
Of the 13 included intervention studies, manageable and accessible self-management
considerations were mentioned six times (N = 6; Brunk et al., 2017; García et al., 2015; Lin et
al., 2019; McEwen et al., 2017; Ramal et al., 2017; Soto et al., 2015). Specifically, some studies
found that successful treatment adherence may be linked to include in accessible in-home
interventions (N = 3; García et al., 2015; Lin et al., 2019; McEwen et al., 2017). In addition,
individualized behavioral modifications were identified within two studies and reported how
one-on-one communication can aid in encouragement in behavior change (N = 2; Lin et al.,
2019; McEwen et al., 2017). Last, take-home recorded relaxation exercises were identified to be
helpful in one study (N = 1; Wagner et al., 2015), as they were shown to improve resource
accessibility to participants, improving short-term affect.
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Within the 13 included intervention studies, culturally modified diet was reported within
three studies (N = 3; Brunk et al., 2017; Cubillos et al., 2017; Ramal et al., 2017). Specifically,
one article used the Diabetes Self-Management Education Program (DSMEP; N = 1; Ramel et
al., 2018) and found that self-care behaviors positively influenced fat reduction. In addition,
within one study, it was found that Mexican-style diets can be modified to a lower glycemic load
diet that is culturally appropriate, as participants can learn to include fiber, fats, vinegar, and
cinnamon as “sugar blockers,” in addition to continuing to consume small amounts of custom
foods that are prevalence to the culture (N = 1; Brunk et al., 2017). Within one study, a
Mediterranean style diet was used with patient-centered approaches, in results showed behavioral
change and increased adherence (N = 1; Cubillos et al., 2017).
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Chapter 4: Discussion
There are various systematic reviews that discussed Latinx disparities and Latinx
interventions for T2DM; however, this systematic review focused on examining and reviewing
more recent data, specifically from the period of 2015–2021, with individuals age 18 and older.
Additionally, due to the alarming rate of diabetes resulting in poor quality of life and fatalities
within the Latinx population, the present study involved examining the disparities this population
encounters and identifying the unique characteristics of effective psychosocial and behavioral
T2DM interventions to further understand the useful techniques used within the Latinx
community. Further discussion about current results, implications, and take-aways follow.
Categorizing
Both disparities and interventions were categorized based on the authors’ description and
definition of content, versus the name or category of the group defined by the researchers. Based
on the search results, the researcher categorized identified disparities into the following
categories: medical conditions, stress, undocumented immigration and legal discrimination,
mental health, low SES, social inequalities, substance use, poor diet, literacy issues, living
conditions, acculturation, poor physical activity, and poor body image.
The categorization of the various interventions also occurred in a natural fashion based
on the results of the search. For the most part this was an easy process, as most interventions
easily fit into a single category. Interventions were identified into the following categories: selfmanagement, educational programs, social and familial approaches, health and nutrition,
relaxation, evidence-based practices, and SEM.
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Disparities
As the focus of this study was T2DM interventions, it was important to first identify the
overall health disparities that Latinx individuals face. Though the categories of disparities arose
naturally, there was also significant overlap. For example, medical conditions, stress, and
documentation status were clearly identified categories that were disparities for the Latinx
population. However, correlations were also frequently noted about the ways in which these
disparities influence each other, further affecting access to treatment for T2DM. For example,
having a medical condition increases stress, thus being a combined effect on access to treatment.
Another example is deportation, acculturation, legal status, and low SES, which linked back to
high rates of stress. This was identified and tracked to the best of the researcher’s ability;
however, it was sometimes difficult to parse out. Additionally, there was overlap between
categories that was not able to be noted or tracked, such as between medical conditions and SES
factors. Lower SES is linked to the inability to buy healthier and higher quality foods, which
increases the risk for obesity and other medical issues related to T2DM. Additionally, lower SES
is related to poorer quality medical insurance, which reduces the quality of medical care and
leads to poor medical/health outcomes.
The medical conditions disparity category was the most identified disparity in the
included studies. The medical conditions category included cancer, cardiovascular issues,
prediabetes, HIV, and diabetes. The prevalence and significance of medical conditions within the
Latinx community may be related to why diabetes is one of the main focuses within the
literature. Obesity, low physical activity, and poor diet were associated with increased risk of
cancer, cardiovascular issues, prediabetes, and diabetes. Additionally, there are cultural values to
consider. Hispanic women who have been diagnosed with diabetes have been found to label
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foods as “are worth it or not worth it,” it being the health costs/benefits, depending on the
context of the social gathering. For example, during holidays, Latinx cultures celebrate with
tamales, champurrado, or buñuelos, putting a higher emphasis on the celebratory dishes rather
than dietary recommendations. Thus, it is important to consider Latinx customs and their relation
to food and social expectations when treating diabetes. Poor physical activity was found to be
correlated with low SES, and low neighborhood socioeconomic position, as poverty-stricken
areas have been correlated with increased violence, further contributing to Latinx individuals not
being able to walk comfortably and safely outside.
SES is a critical factor as it is related to undocumented status, increased medical
problems, affordability of health care and a healthy living style (e.g., gym membership and
quality ingredients), financial stress that causes family stress, access to transportation to and
from medical appointments, and education. SES is linked to the disparity of being undocumented
as Latinx often fear being deported and will often avoid asking for fair wages. Social inequalities
that are related to legal status have interfered with Latinx accessing resources and deprive the
community of basic human rights.
The living conditions category also included neighborhood SES and intracommunity
tensions. Specifically, migrant workers reported that as living conditions became more difficult,
psychological distress heightened, which increased the lack of communication between family
members, further compounding feelings of isolation and despair. In addition, neighborhood SES
has been linked to higher rates of diabetes as there have been correlations linking to social
inequities, further contributing to the lack of access to healthier food options. Last, intracommunity tensions are often correlated with discrimination, violence, and immigration status,
exacerbating drug use and depressive symptoms. The research displays how Latinx health
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disparities are closely related, often exacerbating one another; thus, it is essential to consider the
patient’s intersectional identities to further recognize the Latinx health complexities and to be
more culturally informed.
As stress was frequently identified within the literature, it is important to evaluate the
reasoning behind this commonality. Stress is a common reaction to Latinx life experiences,
especially related to Latinx hardships. The extensive amount of stress that the Latinx community
experiences extends into all other disparity categories. For example, speaking another language
in public is linked to higher levels of discrimination, as well as increased stress about
experiencing discrimination. The reason why stress is so important to consider is because of its
linkage to many other disparities, including increased blood pressure, feeling of isolation,
depression, despair, and not talking to family members or anyone about stress, which further
decreases overall quality of life and well-being.
When discussing mental health, specifically depression and psychological distress,
migrant workers reported to avoid discussing daily struggles and depression to protect their
family from worrying about their well-being, aligning with their collectivistic values, often
putting family needs and worries first, rather than their own. Mental health was not discussed indepth within the included studies, in which only a few articles identified depression and
psychological distress. This may be due to stigma related to mental health within the Latinx
community. For example, a common value within the Latinx culture is “la ropa sucia se lava en
casa,” which translates to something like “don’t air your dirty laundry in public” shining light on
possible shame or embarrassment in discussing hardships and seeking treatment for mental
illness in fear of being labeled as “locos” or “crazy.”
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The literacy category included poor health literacy and low education. Furthermore, low
literacy has been correlated with several other health disparities such as racial and ethnic
discrimination, violence, and immigration enforcement. Literacy issues are also linked to
acculturation levels and low education, as longer time spent within the United States resulted in
increased use of the dominant language, English. The common disparities of low literacy and
low education within Latinx community can affect Latinx individuals in reading food labels and
result in information overload causing confusion. Low literacy often causes Spanish speaking
parents to rely on kids to translate; thus, certain activities (e.g., going to the grocery store) are
limited to when the kids are available. As low literacy and low education are common disparities
in the Latinx community, it is essential that health care providers use patients’ native language.
Acculturation was not categorized with additional disparities within this systematic
review. Acculturation appears to be a complex, multidimensional disparity that may include
Latinx behaviors, attitudes, norms, and values, often affecting each Latinx person uniquely. As
Latinx members migrate into a new culture or society, it can cause significant change, as
integration of beliefs, values, language, and customs may shift, and depending on the level of
acculturation, will continue to shift over time. Latinx acculturation has been linked to various
health disparities, specifically low literacy, legal status stress, discrimination, violence, low SES,
and psychological distress, as members of the Latinx culture may feel pressure with new societal
expectations and possible belief shifts in ethnic identities. The Latinx population may encounter
discrimination in not meeting societal expectations, such as speaking the dominant language of
English, further contributing to distress. Acculturation was not further discussed within the
included articles; however, the responsibility remains to further examine the types and theory of
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acculturation to further comprehend these intricate considerations when working with Latinx
populations.
Interventions
The next research question and primary focus of this study was to look at the
psychosocial and behavioral interventions used in the treatment of T2DM in the Latinx
community. Though numerous studies that documented disparities, there were fewer studies
documenting interventions. Within most of the included intervention studies, intervention
programs used multiple treatments. For example, McEwen et al. (2017) conducted a familybased diabetes intervention on behavioral and biological outcomes for Mexican American adults
that implemented self-management, and social and educational supports.
Within the educational programs, it was found that using psychoeducation with culturally
tailored modules proved to be effective within Latinx interventions. These effective educational
programs prioritized the participant’s native language, which improved recruitment, retention,
and trust building. Equally important, one-on-one educational diabetes sessions that focused on
individualized symptom relief were found to be effective in motivating patients to take the
necessary steps to achieve their health goals. As family is prioritized and valued highly within
the Latinx population, the findings confirmed the importance of using familial supports within
educational treatments. Using familial components within educational interventions has shown
increased family member knowledge, information retention, and treatment adherence, as family
members are often aiding in supporting new habits, in cooking, exercising, and modifying shared
diets.
Familial and social supports, specifically increasing companionship for physical activity,
was a successful strategy to promote behavior modifications in increasing physical activity,
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aiding in the success of weight loss. As social and familial supportive interventions increase
communication within the family about disease risk, they also provide increased knowledge for
younger members of participants families, further contributing to instilling helpful health
behaviors at a young age and decreasing mortality and risk of diseases. The familial and social
supports findings highlighted how family can influence the perception and behavior of its
members, which has been shown to benefit participants in increasing motivation and compliance
within interventions. Thus, using familial and social supports within interventions should be
prioritized when working with Latinx populations.
Self-management interventions that use psychoeducation, promote self-efficacy,
implement family involvement, and consider participant disparities have been shown to be
effective in improving quality of life. Furthermore, as it is common for the Latinx population to
prioritize the physical symptoms of T2DM, interventions that have prioritized somatization have
increased participant compliance, insight, and self-management skills. Results indicated that
although group self-management interventions were helpful, one-on-one sessions that used
specific self-management techniques were most beneficial, as improving self-care behaviors and
individualizing self-management skills can reduce hospital admissions and emergency
department visits.
When considering the category of health and nutrition, it was found that using focus
groups helped increased participant motivation, as participants were more willing to adopt selfcare behaviors and held other group members accountable in reaching health goals, further
confirming the benefits of implementing companionship within interventions. In addition, when
considering dietary recommendations, only using portion control, in comparison to meal
replacements, and having slight modifications in ingredients, were shown to increase participant
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willingness to make health and nutrition changes. In addition, slight modifications in ingredients,
rather than meal replacements, have been found to be more culturally accepted by the Latinx
participants within the included studies; as food dishes hold much value within the community,
health care providers are urged to avoid meal replacements.
Relaxation and mindfulness may be unfamiliar concepts to the Latinx population, though
they have been proven to be effective when paired with stress-management techniques,
evidence-based practices, and diabetes education. Furthermore, creating personalized self-care
behaviors and engaging in interactive techniques have been shown to be beneficial. As relaxation
and mindfulness were not discussed in-depth within the included studies, there is a need for
further consideration, as the Latinx population may find additional benefits in learning about
relaxation techniques to counteract the significant stress the population faces.
Evidence-based practices, specifically the use of thought restructuring logs, and
implementing culturally relevant analogies/stories to introduce learning objectives were found to
be helpful. Thus, implementing Latinx cultural values in oral traditions, specifically, storytelling
was found to be beneficial in increasing knowledge and insight. As there have been helpful
correlations found when using evidence-based practices paired with stress management,
psychoeducation, skills training, relaxation techniques, CBT, and DBT, it is important to
continue to conduct additional research to assess longer term retention and success. Being aware
of the successes within interventions can provide a path for future researchers in assessing
additional cultural modifications with future interventions.
Within the SEM model, it was found to be helpful when considering the model’s
complex interplay between the following factors: (a) intrapersonal (individual), (b) interpersonal,
(c) institutional, (d) community, and (e) public policy. There are many benefits in implementing
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the SEM model as it allows for a more in-depth understanding of factors that participants may be
encountering. Furthermore, the SEM model has also been shown to assist additional perspectives
in specific health behaviors, in addition to identifying disparities the population is experiencing;
thus, it is essential for health care providers to implement frameworks to explore how Latinx
factors interplay with one another. Results indicated helpfulness in using the model within future
interventions to improve physical activity for Latinx women with T2DM and identified the
usefulness of promotoras to provide informational, emotional, and appraisal supports within
interventions, as it further increased treatment engagement and treatment adherence. As the SEM
model was only included within one study, further SEM research is needed to improve the
understanding of Latinx health and its interactions between the underlying multiple socioecological factors.
Multi-Intervention
As discussed, it was typical for intervention programs to use more than one type of
treatment. This proved to improve outcomes and increase efficacy of interventions. For example,
diabetes education has been linked to be most successful when paired with social and familial
involvement and diabetes self-management. Diabetes psychoeducation coupled with relaxation
techniques has been found to be effective in improving diagnosis knowledge, therapeutic
alliance, and positive affect. Within the included intervention studies, it was found that social
and familial supports coupled with behavioral modifications correlated with increased adherence
to treatment, which contributed to increased physical activity and weight loss. These benefits
were increased with recruitment of a designated family member to be the health educator with a
goal of eliciting conversation about risk. Also, recruiting a family health educator encouraged
risk reducing behaviors within the entire family, activating support and encouragement within
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the family system. Last, self-management techniques that have used components of
psychoeducation, diabetes education, and familial supports were shown to be successful within
the included intervention studies.
Characteristics
This part of the study was intended to gather and summarize what the current literature
has identified as the effective characteristics and qualities of psychosocial and behavioral
intervention addressing T2DM in Latinx communities. The common characteristics found within
the included intervention articles can aid in further understanding Latinx cultural values in the
hopes of improving high quality care within the Latinx population. When reviewing the common
characteristics and helpful techniques within the included intervention studies, the principal
researcher decided to identify five common themes: Latinx staff, Spanish speaking, quality of
relationships, cultural values considered, and cultural modifications in treatment. The helpful
characteristics and techniques are discussed below.
Within the included studies, research teams with staff who identified as a member of the
Latinx community had increased trust, engagement, and treatment adherence among participants.
Moreover, Latinx research staff who represent the local community have been helpful in the
assessing for cultural considerations within interventions, often also providing insight on how
cultural norms may influence diabetes self-management. In addition, staff who represent the
local community have also provided context in understanding Latinx disparities and barriers
within the Latinx community, often prompting discussions about modifying treatments to best
serve the unique Latinx population. As most of the included intervention studies considered
including a Latinx member of the community within the research term, a few other studies used a
single Latinx moderator. A Latinx moderator is a person who ensures the smooth running of
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discussions and can manage the group processes and dynamics in discussing relevant
information, ideas, and response of the group.
As low literacy and health literacy continue to be a disparity within the Latinx
community, it continues to be essential to provide Latinx participants with treatments in their
native language. Spanish speaking components were often used within the included studies,
increasing accessibility, trust building, participant engagement, and retention of information. It
was often found that the use of simple language can demonstrate the easy-to-use tools like
pedometers and food logs, contributing to successful outcomes and self-management skills.
Within the included studies, it was reported that using simple, clear, and familiar terminology
was most helpful as it decreased the possibilities of confusion, information overload, and
difficulties in comprehension, further improving knowledge and retention of information. In
addition, within the included studies, it was found that replacing words and diagrams with
pictures was beneficial as Latinx participants reported increased engagement and information
retention. Last, interventions also included cultural sensitivity components for low literacy
participants; thus, some interventions included a bilingual moderator to verbally administer
measures to compensate for possible literacy issues in which participants reported being
receptive to the facilitated psychoeducation and reported increased comprehension of measures
and psychoeducation.
Quality of relationships was another common important theme throughout the included
studies. Specifically, it was found that when the research team would take additional time to
speak with participants, consider cultural values, implement casual talk, and encourage feedback
and storytelling, there was increased trust, engagement, and adherence to treatment. In addition,
quality of relationships among participants has been shown to increased treatment adherence,
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specifically, physical activity. As participants reported close relationships with other group
members, participants reported increased motivation in adopting self-care behaviors.
Within the included studies, cultural values were often considered. Moreover, there were
some mentions of personalismo, simpactico, respect, fatalismo, and familismo within the
included studies. For example, fatalism was briefly discussed, which is a common Latinx value
in which members of the community relate events or actions to fate or destiny. However, results
revealed a lack of evidence for fatalistic beliefs being correlated with Latinx health disparities, as
participants reported not believing in the fatalistic views, but rather engaged in preventative
behaviors and reported strong understandings of the roles of individually controlled dietary
behaviors in disease risk. In addition, collectivistic values were considered within interventions.
For example, one study used the collectivistic value within a diabetes intervention, in which
participants who had diabetes were encouraged to implement behavioral modifications to reduce
diabetes symptomology and improve quality of life by modeling good diet behaviors for their
children, in which participants reported increased motivation and treatment adherence, also
instilling protective factors. Moreover, this study recognized the importance of familial beliefs
and applied them within treatment to increase adherence. In addition, tailored self-care and
familial/social supports were considered throughout the included studies, further increasing
treatment adherence, positive affect, and information retention. Also, many included studies
implemented familial and social supports within interventions. For example, interventions that
examine physical activity, diet modifications, and weight loss, found that family and friends that
assist in grocery shopping, who also worked out together, and had shared diets, had a decrease in
body fat, and increase in motivation, and treatment adherence.
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Modifications in treatment was another common theme and characteristic found within
the included studies. Specifically, interventions that identified participants’ disparities displayed
increased adherence and retention of information. In addition, modifying interventions to be inhome increased accessibility and convenience for participants, also showing increased treatment
adherence and self-efficacy in self-management skills. Moreover, take-home, pre-recorded
psychoeducation and relaxation videos were reported to be useful, further contributing to longterm information retention and treatment adherence. Last, interventions that used one-one-one
in-person, face-to-face, psychoeducation, that also focused on symptom relief and
implementation of group sessions, also found that participants reported increased information
retention, improved disease knowledge, and improved self-management skills.
As displayed within the included studies, there is an abundance of helpful data
identifying Latinx disparities; however, it is important to also note that there continues to be
minimal treatments beyond medicinal interventions for the Latinx community. When answering
Research Question 3, results revealed the important characteristics to consider when working
with the Latinx community; however, these findings were minimally seen within the included
intervention studies. This may be due to the lack consideration of these essential characteristics
within the current research.
In summary, the majority of the studies within this review provided helpful information
related to Latinx disparities, the psychosocial and behavioral interventions for T2DM and helpful
characteristics to consider when working with the Latinx populations. The researcher aimed to
not only provide additional insight on these aspects, but to also relay the information in a helpful
and culturally appropriate manner.
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Useful Recommendations for Health Care Providers
This systematic review was intended to be a helpful resource for health care providers
working with the general Latinx population in addition to Latinx who have been diagnosed with
T2DM. Thus, the following recommendations may be used to encourage health care providers to
use the strategies and specific interventions that have been shown to be useful when working
with the Latinx population.
Further understanding Latinx cultural customs proves to be critical in further
understanding the complexities of barriers and disparities within the Latinx community.
Additionally, further exploring the Latinx values of familismo, respeto, personalismo, simpatia,
and fatalismo will aid in better understanding how these cultural values influence relationships
and possible treatment adherence. Also, as storytelling has been identified to be a core
component of the Latinx culture, it is essential for health care providers to further educate
themselves on the importance of this custom to further build cultural humility and to implement
aspects of storytelling appropriately within future research studies.
As results have also shown promise in treatment adherence and participant engagement,
health care providers should continue to use bicultural research staff, Latinx moderators,
promotoras, or Latinx members who identify closely with the local community. As self-care may
be a new concept for members of the Latinx community, it may be beneficial for patients to be
able to learn and identify personalized self-care to better manage diabetes symptomology in
addition to better managing health disparities. For example, additional studies that assess Latinx
participants’ daily routine, interests, and hobbies may be able to implement more helpful selfcare techniques in reducing symptomology and disparities.
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In addition, it may be helpful for health care providers to consider culturally sensitive diet
modifications, as food is a centerpiece custom within the Latinx culture. For example, Latinx
dietitians and nutritionists who specialize in Latinx foods can play an active role in the
consideration of Latinx food modifications. Moreover, using diet modifications in ingredients
rather than using meal replacements can be more culturally appropriate and may increase
treatment adherence.
When discussing participants’ native language, it is important to consider different
Spanish dialects when working within the Latinx population as terms and overall pronunciations
may be significant different among dialects. In addition, as low literacy has been linked to low
education and low health literacy, it is important to consider using non-clinical medical
terminology when administering psychoeducation to lower the chances of information overload
and confusion. Using simple, casual, and clear terminology can prevent any difficulties in
comprehension.
Last, health care providers should consider patients’ intersectionalities as it has been
found to be helpful to better understand patients’ multiple identities. Health care providers who
recognize race, class, gender, and additional demographics can be beneficial in better
understanding the Latinx community. Further identifying and understanding these social
categorizations of intersectionality, health care providers can better acknowledge the differences
among the unique Latinx population.
Limitations and Potential Contributions
As this review was focused on the published, peer-reviewed, literature restricted to the
English language and the years of 2015–2021, there was the possibility of publication bias. The
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exclusion of foreign language articles or grey literature resources may have eliminated data that
could have added context to this systematic review.
There were also several limitations in the current study. First, there were a limited
number of included studies within this systematic review because of the inclusion and exclusion
criteria and quality appraisal cut off score. As the principal researcher recognized the vast
research on T2DM and Latinx health disparities, the principal researcher decided to narrow the
search in including only Latinx participants, eliminating large amounts of research articles that
may have contributed helpful information in answering the research questions.
In addition, there were small samples of recruited participants within the included studies.
Specifically, the smallest sample size cohort was nine participants, and the largest sample size
cohort was 1,777 participants. This can make it difficult to determine the generalizability of the
findings among the Latinx adult population.
Furthermore, as the principal researcher implemented a quality appraisal cut off score
that ensured the exclusion of any potential weak research articles, the cut off score eliminated
several studies that could have contributed to answering the research questions. This quality
appraisal process was also completed following the data extraction process to minimize bias in
the overall selection of articles.
The final limitation of the included articles related to the measures used within the
studies. An overwhelming majority of the articles relied on self-reported measures, which could
have led to biases affecting the reliability of collected data. For example, patients may have over
or under reported symptoms or responses to minimize or exacerbate their problems. Furthermore,
participants may not have been able to accurately assess themselves or have changed
perspectives on their own behaviors, beliefs, attitudes, and intentions.
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Despite these limitations, the principal researcher took appropriate steps to increase the
quality and strength of the systematic review. To minimize bias in the implementation of the
methodology, the principal researcher recruited two master’s-level psychology students as
research assistants to participate in the screening, data extraction, and quality appraisal
processes. In addition, the principal researcher established inter-rater reliability between the
research assistants to enhance the consistency of the various rating procedures.
Recommendations for Future Research
Research studies are needed to assess the sustainability of action plans. Moreover, action
plans need to be further assessed to understand their impact on glycemic control for diabetes risk
factors. In addition, studies are needed to further address emotional eating and mental health
factors within the Latinx community. Mental health continues to be stigmatized within our
society, and within the Latinx community, making it important for future researchers to continue
to assess these stigmatizations to aid in the dismantling of misinformation.
Additionally, it would be beneficial for future researchers to conduct more extended
longitudinal studies with multiple follow-up assessments to track retention of information and
use of self-management skills, in addition to tracking symptomology. Furthermore, moving
beyond symptom-level data and the ability to function, other factors that influence an
individual’s quality of life as well as the impact on children and the next generation need to be
more comprehensively investigated. Furthermore, future researchers can consider including
psychoeducation in discussing the impact of children and the next generation to participants who
are parents to increase motivation and treatment compliance as there is a strong value in Latinx
parents of putting their children before themselves.
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Further assessing Latinx intersectionalities will enable health care providers to focus on
solutions that are informed by Latinx experiences. For example, identifying people’s
intersectionalities can provide a framework for recognizing and addressing the needs of
individuals who are most disadvantaged, encouraging the acknowledgement of differences
among populations, and signaling for increased needs. Moreover, assessing Latinx participants’
intersectionalities while using storytelling may empower Latinx individuals to understand they
are playing an active role in their treatment and increase autonomy.
As there has been vast research completed to identify Latinx disparities, additional
research needs to be completed to identify the protective factors. In addition, further examining
possible Latinx protective factors may encourage healthy family outcomes, mitigating negative
outcomes. Future research can begin to examine possible protective factors by further assessing
Latinx customs and values. For example, familismo is a common value within the Latinx culture,
where family is often prioritized, and is often linked to dedication, commitment, and loyalty to
the family. Thus, familismo can be used in motivating participants to adhere to treatment for
their families, modeling healthier behaviors for future generations. Familismo can possibly be a
Latinx protective factor, though it is also important to explore whether there are risk factors in
familial supports as well.
As the majority of Latin Americans are Christian, it is important to consider possible
faith-based interventions for future research. As faith-based interventions were not discussed
within the included studies, it is recommended that researchers continue in creating a research
team that includes Latinx members of the local community to establish cohesive relationships
and trust. In addition, assigning pastors and church members to work alongside participants
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through religious practices in improving quality of life can be empowering and beneficial for the
Latinx population.
The quality of relationships is an important value within the Latinx population; thus,
examining the role of the relationship between the research team and participants is crucial.
Future research may benefit from research teams providing appropriate disclosures when
building relationships with participants. Disclosure can play a key role in forming strong
relationships and help participants feel understood and accepted. In addition, appropriate
disclosures can normalize participants’ experiences, increasing feelings of validation, building
rapport, and instilling hope. Of course, within future research, researchers should consider and
identify appropriate disclosures, and always prioritize boundaries and participants’ goals.
Dancing is another important component within the Latinx culture, as it is tightly woven
into the traditions and the movements of Latin ancestors. Thus, future research should consider
using this value in physical activity interventions. Specifically, exploring various dance styles
coming from different countries, such as salsa, bachata, rumba, bomba, plena reggeaton,
merengue, and mambo to name a few. Future research can explore Latin dance, possibly paring it
with psychoeducation and diabetes education.
Last, when considering Latinx cultural interests, rituals, and factors, it may be beneficial
to implement interactive videos within future interventions. For example, the Latinx population
enjoys watching telenovelas, a Latin America television soap opera. Telenovelas play an
important role in communicating Latin American issues, usually capturing the audience’s
attention by thrilling storylines. The Latinx community watches telenovelas routinely, which can
be a vital component in possibly displaying psychoeducation through video storytelling.
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Telenovelas are accessible and powerful within the Latinx population, which can be beneficial if
used within future research.
Conclusions
The present systematic review highlights important areas that address gaps within the
research to increase awareness of Latinx health disparities and the psychosocial and behavioral
interventions for T2DM. This systematic review was intended to summarize Latinx disparities,
psychosocial and behavioral interventions, and helpful characteristics of successful interventions
when working with Latinx communities. The literature demonstrates how disparities have vastly
impacted the quality of life and well-being of the Latinx community who are often disarrayed in
societal expectations, constructs, and norms. The research demonstrates the importance of
considering various disparities and cultural considerations that are unique to this population and
emphasizes the importance of using culturally modified interventions when treating Latinx
populations that have been diagnosed with T2DM.
As T2DM continues to negatively affect the Latinx communities, recent data continue to
show alarming rates in diagnoses. Disparities tend to fall into the following categories: medical
conditions, stress, undocumented, discrimination, mental health, low SES, social inequalities,
substance use, poor diet, literacy issues, living conditions, acculturation, poor physical activity,
and poor body image. Interventions tend to fall into the following categories: self-management,
educational programs, social and familial supports approaches, health and nutrition, relaxation,
evidence-based practices, and SEM. The included 23 studies were mostly based on each patient’s
self-reported symptoms and focused on the reduction of symptomatology to improve mental
health, physical health, and overall quality of life. It is also important to consider there may be
secondary implications within the areas stated above, as improved physical activity can also
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improve mental health and symptomatology. It is the hope that this systematic review provides
readers with valuable information that highlights the multifaceted complexities of Latinx
disparities and the current psychosocial and behavioral interventions for T2DM. It is this
researcher’s hope that the results of this can be used to inform future development in research
and practice to continue the search for better informed, culturally sensitive interventions for
T2DM.
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